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BASSINI’S OPERATION FOR FEMORAL HERNIA. 


BY J. F. BINNIE, C. M., KANSAS CITY, MO. 


Professor of Surgical Pathology and Clinical Surgery in the Kansas City 
Medical College. 


In the Archiv. fuer Klinische Chirurgie, Bassini, several years 
ago, publisht an article describing his method of operating on 
femoral hernia. Curiously enough, while the description of the 
operation was a model of clearness, the very beautiful illustra- 
tions did not correspond to the text. In Dennis’s System of 
Surgery, copies of Bassini’s original plates are printed, and of 
course fail to ellucidate the operation. 

As the Bassini operation is thoroly practical and successful, 
the writer ventures to publish one or two little sketches which 
he made for his own edification. 


THE OPERATION. 


STEP 1.—Make an incision three inches long, parallel to and be- 
low Poupart’s ligament. The center of the incision corre- 
sponds to the middle of the hernial swelling. (Fig. 1.) Di- 
vide the tissues layer by layer, between forceps until the 
sac is reacht. The superficial fascia may be surprisingly 
thick and fatty. 


STEP 2.—By blunt dissection free the sac from its surroundings. 

STEP 3.—Open the sac and reduce its contents. 

STEP 4.—Separate the sac from its surroundings up to its junc- 
tion with the parietal peritoneum (of which it is a mere 
process); transfix and ligate it at this point. Cut away the 
peripheral portion of the sac. 

STEP 5.—Demonstrate Gimbernat’s ligament; Poupart’s liga- 
ment; the plica falciformis and the pectineal fascia. Then 
with a full curved needle introduce the suture A-A (Fig. 2) 
thru the inferior and posterior part of Poupart’s ligament 
and the pectineal fascia, close to the pubic spine. About one- 
fourth inch external to A-A introduce the suture B-B. In the 
same way the suture C is inserted and ought to lie about 
one-half inch internal to the femoral vein. Do not yet tie 
the sutures A, B and C. 

STEP 6.—Suture the plica falciformis to that portion of the 
pectineal fascia which normally forms the posterior wall of 
the femoral funnel. These stitches are shown in Fig. 3. 
[X-X; Y-Y; Z-Z.] 

STEP 7.—Tie the sutures A-A; B-B; C-C. These approximate 
Poupart’s ligament to the fascia covering the horizontal ramus 


of the pubis. Tie the sutures X-X; Y-Y; Z-Z; thus sliding 
the plica falciformis inwards to its normal or an exaggera- 
tion of its normal position, and completing the closure of the 
canal. The long saphenous vein dips ‘unmolested under the 
inferior end of the plica falciformis. 

[N. B.—The sutures A-A; B-B; C-C close the abdominal open- 
ing into the femoral canal or funnel. The sutures X-X; 
Y-Y; Z-Z close the canal itself.] 

STEP 8.—Close the skin wound. 


MULTIPLE MYOMECTOMY ON A PREGNANT UTERUS 
WITHOUT INTERRUPTION OF GESTATION.* 


BY L. P. McCALLA, M. D., BOISE CITY, IDAHO. 


President State Board Medical Examiners; President Southern Idaho Medical As- 
sociation; Chief Surgeon Pacific and Idaho Northern Railway Company. 


Mrs. F., age 35 years. Nullipara. Previous history of fre- 
quent attacks of “irritation of the bladder” after any active ex- 
ertion; also dysmenorrhea. Her last menstrual period was in 
early part of December, 1900. In January she began to suffer 
frightfully with pain and too frequent micturition, nausea and 
general discomfort. As she had been married only about six 
weeks, the irritable bladder was thought to be probably due 
to the change in relations of life, and she was given the ordinary 
sedative remedies. She not only did not improve, but grew worse; 
so that an examination was made by her physician, the late Dr. 
Watkins, of Moscow. She soon became so very ill that a promi- 
nent physician of Spokane was called down to Moscow in con- 
sultation. A careful examination was made by the two physi- 
cians and the diagnosis made of pregnancy in an extremely ante- 
flext uterus, resulting in too much pressure on the bladder, thus 
inducing the irritable bladder; and the pregnancy caused the 
other general bad feelings. The treatment advised was to ele- 
vate the uterus and to hold it up off the bladder with cotton 
tampons properly placed in the vagina, with rest and general 
sedative treatment. The husband of the lady being a very in- 
telligent gentleman, was entrusted to carry out this treatment. 

One day when applying the tampons he discovered a tumor 
above and to the left of the cervix. This at once aroused his sus- 
picion, and her physician was called and requested to examine 
and determine the nature of the tumor. He did so and made the 
diagnosis of tubal pregnancy, and advised operation at once to re- 
move this extrauterine fetus; and as fetation had probablly ex- 
isted since the last appearance of her menses (about ten weeks), 
it was considered dangerous to allow it to run any longer; so she 
was referred to me for immediate operation. 

She arrived on Saturday morning, February 21, and was sent 
to St. Alphonsus Hospital, where I saw her, and made a casual 
examination to see how matters were, and found on very slight 
touch a rather firm mass above and to the left of the cervix of 
about the size of an egg. As she was very tired after the long 
ride and was very sensitive to even slight touch, I advised her 
that I would wait until Monday and would then examine her un- 
der anesthesia and do whatever was determined to be neces- 
sary for her cure. 

On the following Monday (February 23), the lady was pre- 
pared for celiotomy; after getting her under the anesthetic I 
examined her carefully and found, in addition to the tumor occu- 
pying the supravaginal cervical region, another tumor the size of 
an orange on the left side of the uterus and attacht by a pedicle 
about one inch in length. I told the husband of the lady (who 
was present at the examination), that I believed these tumors 
were fibroid tumors, but since the diagnosis of extrauterine preg- 
nancy had been made by a competent physician who had prev- 
iously examined her and who had his consultant’s opinion that no 
tumors were present at that time, I would open the abdomen 
anyway, as I would not care to put my opinion against theirs to 
that extent; and, besides, as these tumors had given so much 
trouble already and were probably growing rapidly, and as the 
position of the one in the supravaginal cervix region was almost 
sure to cause further serious trouble, removal would be advisa- 
ble anyway. 

I opened the abdomen inthe median line between the 
symphysis and umbilicus, and on examination found the two large 
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tumors were fibroids, with seven other small ones scattered over 
the fundus of the uterus. I removed all these tumors first, be- 
cause they had already given serious trouble and were undoubt- 
edly growing rapidly; second, because they. were subperitoneal 
tumors, except the largest, which was attacht by a pedicle; third, 
because the position of the one occupying the supravaginal cer- 
vix-region was certainly dangerous; and fourth, because I am of 
the opinion that the pregnant uterus is more tolerant of surgical 
operations than we have been taught. 

These tumors were easy to remove, as they were only sub- 
peritoneal, except the one occupying the cervical region and a 
couple of small ones very low down behind the uterus. I closed 
the openings where the tumors were shelled out by the finest of 
silk sutures. 

The patient was put to bed in good condition, and a hypo- 
dermic of one-fourth grain of morphine given, as the uterus had 
necessarily been handled considerably and had been drawn out 
of the opening pretty well in order to reach the lowest tumors, 
and I naturally feared abortion. I had warned her husband 
that an abortion would possibly result. but as it seemed certain 
that such a result would occur without operation, and that it 
would not seriously complicate matters, anyway, I did not fear 
the outcome. 

The convalescence was uneventful, and she went home at 
the end of the fifth week, a distance of over 500 miles. 

On the last Friday, September 27, I received a letter from 
her husband, stating that they had an eight-pound baby girl at 
their house and the mother and baby were doing as well as could 
be (and as I had warned them that other tumors might develop 
or grow during the pregnancy, to look out for such occurrence), 
and that the attending physician had examined carefully and 
could not find any suspicion of tumors in the uterus. 


NON-SURGICAL TREATMENT OF APPENDICITIS.* 


BY JOHN C. MURPHY, M. D., ST. LOUIS, MO. 


President Tri-State Medical Society of Iowa, Illinois and Missouri; Consulting 
Gynecologist to the Woman’s Hospital of the State of Missouri. 


I am well aware that the consensus of opinion, among sur- 
geons, is that appendicitis is essentially a surgical disease, and 
that the general practitioner is trespassing on forbidden ground 
when he attempts to treat it otherwise. I am also cognizant of 
the fact that every patient we see with a pain in the right side 
of the abdomen is not suffering from appendicitis. But anyone 
who has had even a limited experience ought to have learned 
to differentiate. The sudden onset of abdominal pain, tenderness 
over the appendix, the tense, hard feeling of the overlying mus- 
cles, gastric disturbance and rise of temperature, serve to make 
diagnosis of appendicular inflammation reasonably easy. If pus 
be present and there be even a slight leakage into the abdominal 
cavity we may, of course, have a different clinical picture. There 
may be even a subnormal temperature, an abnormally slow pulse, 
a leaky skin, and other evidences of general infection. It is in 
this, and the gangrenous form, that the pelvic surgeon plays the 
most important role. But pus or gangrene are not ever-present 
factors in appendicitis, as I have frequently observed in the oper- 
ating room. I have seen many appendices removed that showed 
only a slight catarrhal inflammation, and under proper medical 
treatment recovery would have taken place without subjecting the 
patient to the dangers of an abdominal section. 

I do not claim that the treatment I follow is a panacea for 
all cases of appendicular inflammation. Neither do I wish to dim 
the glory of the abdominal surgeon, as we all know that he has 
been one of the greatest life-saving products of modern times. 
I do not even claim any originality in the matter of treatment, 
but am content to shine in the reflected light of a star of greater 
magnitude; and right here I wish to give public expression to 
my high appreciation of Dr. A. J. Ochsner, of Chicago, as it is 
owing to his valued paper on this subject that I have been enabled 
to save a number of lives, some of which might have been sac- 
rificed on the altar of surgery. The plan of treatment as advo- 
eated by Dr. Ochsner and followed by myself is as follows: AS 
soon as the diagnosis of appendicitis is made all food by the 
stomach is absolutely withheld. This means exactly what it says: 
Absolutely all food! It does not mean a little milk, a little broth— 
not even a little water—if it increases the nausea or produces 
the least additional disturbances. No purgative is given unless it 
be an initial dose of castor oil. 

What is the philosophy of this treatment? What is the ob- 
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ject to be attained? It is absolute, physiologic rest to the in- 
flamed organ as nearly as we are able to secure it. We all know 
that absolute rest is one of the most important factors in the 
treatment of inflammation in other parts of the body. We also 
know that rest has a markt influence in controlling pain. We 
put a sprained ankle in a plaster cast or adhesive strip dressing, 
or immobilize an inflamed joint. Why do we do it? Simply 
to put it at rest and give Nature a chance to repair the damage 
done. Why not the same reasoning hold good elsewhere—in the 
abdominal cavity, for instance? I have treated peritonitis and ap- 
pendicitis by the use of purgatives, as has been advised by so 
many; but thanks to the excellent paper of Dr. Ochsner, addi- 
tional light has been shed on this very. important subject and we 
are now able to approach it in a more scientific manner. Food 
taken into the stomach in the smallest quantity excites peristalsis 
and in the presence of localized inflammation may defeat the 
efforts of Nature to protect the general cavity by breaking up ad- 
hesions and permitting infectious material to be widely distributed 
over the entire peritoneum. Any man who has had experience in 
abdominal work knows what a kindlly feeling Nature has for the 
surgeon, and how she tries to simplify his work by limiting the 
destruction of disease to the smallest possible area. It is too bad 
if we so little appreciate her efforts that we try to immediately 
destroy them with purgatives and other like weapons. This pic- 
ture may seem overdrawn, but so strongly impresst am I with 
the importance of the matter that I cannot help but give strong 
expression to what I believe to be true. Even when pus or 
gangrene is present and surgery becomes imperative, if this plan 
of treatment has been adopted in the beginning we find, upon 
opening the abdomen, that we have to deal with a simple, cir- 
cumscribed abscess instead of (possibly) a general septic periton- 
itis. So, from a surgical as well as medical standpoint, this 
treatment should take precedence over all others. The withhold- 
ing of food does not mean the starvation of the patient, but in 
my own cases I seldom give anything, even by the rectum for 
the first thirty-six hours, but after that the patient can be well 
sustained with nutrient enemata of some suitable and non-irri- 
tating substance—with which all are familiar, 

I will cite a few recent cases by way of illustration from a 
clinical standpoint: 

CASE I.—William M., aged 28 years, was taken at night with 
acute abdominal pain and vomiting. I was sent for but being 
absent from the city I did not see him until twenty-four hours 
later. In the meantime he had been given Epsom salt, much of 
which he was unable to retain. His temperature was 102°, 
pulse 120, abdomen much distended, pain and tenderness over 
appendix, vomiting, etc. I stopt all food by the mouth, discon- 
tinued the salts (which he had been ordered to take in small, re- 
peated doses). In twenty-four hours his temperature had dropt 
to 100°, pulse 96, pain practically abated, and only slight gastric 
disturbance. On the third day temperature and pulse were nor- 
mal. The bowels moved naturally on the fourth day. Rectal 
feeding was continued for ten days, when it was thought safe to 
give liquids by the mouth. Patient made a rapid recovery. 

I saw this patient recently and find him in nomal condition, 
no tenderness or induration over appendix. 

CASE II.—L. L., aged 26, was taken with symptoms much 
the same as Case I; was treated by a homeopathic physician, who 
correctly diagnosed his condition and advised immediate opera- 
tion—which was declined. I was called and at once instituted 
the same line of treatment as in Case I. Symptoms became modi- 
fied in a short time, and after ten days in bed he was able to be 
up and shortly resumed his occupation as a carpenter. He has 
had no return of the disease; and no bad symptoms of any kind. 

CASE III. Mr. E. H., aged 50 years. I saw this gentleman 
on the morning of November 6, finding him suffering great pain 
in abdomen, vomiting constantly, temperature 103°, pulse 120. 
He presented every evidence of an appendicular inflammation. 
He had been sick twenty-four hours and had taken calomel, which 
did not relieve his distress. The man’s condition was so alarm- 
ing, his pain so severe and being of very nervous temperament, I 
reluctantly gave him one grain of phosphate codeine hypoder- 
mically. Vomiting was such a markt and distressing symptom in 
this case that I was tempted to resort to lavage of the stomach, 
but by the use of carbolic acid in one-half grain doses in pepper- 
mint water repeated every half hour or hour, I was enabled to 
control it very well. In other respects treatment was the same 
as in the other cases with the same prompt amelioration of symp- 
toms and ultimate recovery. 

This patient would have been a very bad subject for operation 
as he had but recently recovered from a severe illness, was of 
very nervous temperament, and I felt that he would surely die if 
operated upon—from shock if nothing else. I am happy to say 
that to-day he is practically well. While his appendix may give 
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him trouble at some future time, it may be when he is better 
able to withstand an operation than at present. 

I have not said anything in this paper about minor items of 
treatment, such as hot or cold compresses over the abdomen, nor 
of the use of opiates. The last named I seldom use, as I find in 
the majority of instances it is unnecessary, as the withholding of 
food accomplishes all that opium would, even to the relief of pain. 
Besides opium in any form is liable to prove a gastric irritant 
and accentuate one of the very conditions we are most anxious 
to overcome. If we must give an opiate, phosphate of codeine is 
probably the best, as it nauseates less and does not lock up the 
natural secretions as much as morphine. 


I will not weary you with a further recital of cases, as those 
mentioned will suffice to show that the treatment of this condi- 
tion is still within the domain of the general practitioner; and the 
surgeon, while a valuable ally and a good support to lean upon, 
is not going to get all the credit and glory for successfully treat- 
ing the “new fangled,” high-class product of the nineteenth cen- 
tury with the high sounding name of “appendicitis.” 

Now let me repeat in closing, that when we suspect the pres- 
ence of pus, or of gangrene, our duty becomes clear: It is to give 
our patient the benefit of surgery. But we must also bear in mind 
that by far the greatest number of attacks of appendicitis are of 
the catarrhal variety, and that pus and gangrene are the exception 
and not the rule. 


IS SURGICAL INTERFERENCE A JUSTIFIABLE PROCEDURE 
IN TYPHOID PERFORATION?* 


BY ARMISTEAD H. TAYLOR, GEORGETOWN, S. C. 


Literature on this subject shows that 11 per cent of the deaths 
in typhoid occur from perforation. The question askt in the title 
of my paper is, therefore, an important one; indeed, I regard it as 
perhaps the greatest question to-day in the realm of surgery. For 
typhoid fever is one of the most widely distributed of infectious 
diseases. It occurs in all climates, at any season of the year and 
at any period of life; and when we consider the thousands of peo- 
ple who die annually in the United States alone, of this trouble, 
we can understand that it is a question of paramount import- 
ance; and as the guardians and protectors of the health and lives 
of the people, it behooves us to study in all of its various aspects, 
this most dangerous of the many complications of typhoid fever. 

Perforation occurs in about 2 to 8 per cent of all cases. It was 
found to have occurred in 5.7 per cent of the two thousand 
autopsies on cases of typhoid fever made at the Munich Path- 
ological Institute, and in 21.2 per cent of the 640 autopsies made 
at the General Hospital. Of 685 cases (Osler) there were 34 (4.96 
per cent) with perforation. The 4,680 cases tabulated by Fitz, 
gives a mortality from perforation of 6.58 per cent. The accident 
forms, according to Merchison about 11 per cent of the causes of 
death in typhoid fever. It occurs much more frequently in men 
than in women and in ratio of ‘about 71 to 29 rarer in childhood 
than in adult life. Perforation seldom occurs in infants. It must 
ever be borne in mind that even in mild cases there is danger of 
perforation when there is absolutely nothing unusual in the symp- 
tomatology to cause the least anxiety. In the cases analyzed by 
Fitz, perforation was found in the ileum, in 91.3 per cent; in the 
large intestines, in 12.9 per cent; in the vermiform appendix, in 
2.5 per cent; Meckel’s diverticulum (4 cases out of 167); jejunum 
in 1.29 per cent. 

Having thus brought to our notice certain practical points, 
we are in a position to discuss the subject proper. Is surgical in- 
terference in typhoid perforation a justifiable procedure, or is it 
not? I believe the decision of this queston should be wholly con- 
trolled by (1) the absolute correctness of the diagnosis; (2) the 
physical condition of the patient; (8) the time at which the opera- 
tion can be done, and (4), last, but not least, the skill of the oper- 
ator. In my opinion, it takes quite a clever diagnostician to arrive 
at positive conclusions, especially if the patient be unable to de- 
scribe his feelings; which it is very often the case. I hardly 
think there is any one symptom that is pathognomonic. (Leu- 
cocytosis is but by few so considered). I believe by the aid of the 
microscope, coupled with the local and general symptoms, (and 
especially if the patient be able to describe his feelings), we can in 
nearlly every instance, arrive at a positive diagnosis. 

It is not an easy matter to differentiate between peritonitis 
with and without perforation, and I honestly believe that hun- 
dred of lives are lost annually from perforation, which are credited 
to other causes by reason of an incorrect diagnosis. Peritonitis 
may result from the extension of inflammation from the ulcerating 
mucous surface to the peritoneal layer of the intestine, without 
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causing perforation, or it may be caused by the rupture into the 
peritoneal cavity, of an abscess of some part of the internal vis- 
cera, as the spleen, gall bladder, liver, urinary bladder, suppurat- 
ing mesenteric glands, or even by an abscess of the belly walls. 
In such instances, diffuse septic peritonitis results, rapidly increas- 
ing in intensity, generally to a fatal termination. Pepper says he 
has known death to occur from general peritonitis, with abundant 
purulent and plastic exudation, as early as the 10th day, without 
perforation, and without any evidence to connect its origin with 
any particular ulcer of the intestine. 

To operate for perforation during the presence of peritonitis, 
and in the absence of a lesion would not be a very serious mis- 
take. But to be lead into errors by hemorrhage would subject 
our patient to a sad and absolutely unnecessary ordeal. Periton- 
itis, unless of a circumscribed nature, is a very fatal complica- 
tion, whether it results from perforation of the bowels or exten- 
sion of the inflammatory process, from the base of deep ulcers. 
While it is true that perforation is not inevitably fatal, still I fear 
that those cases in which recovery takes place are more of a sur- 
gical curiosity than of frequent occurrence; so this should have 
no weight in rejecting an operable measure. Every successful 
case operated upon “is a life snatcht from the grave,” altho it 
must be admitted that a localized peritonitis resulting from per- 
foration very rarely may produce only an abscess which may 
find exit thru the bowel or externally, and recovery follow, or a 
very small perforation may be occluded, by false adhesion to the 
abdominal walls or to the intestine itself. Matting together of the 
intestines may produce complete obstruction, tho very rarely. 

Perforation is an accident that may occur at any period of the 
disease, and in the mildest cases, as previously stated. It has 
been known to occur as early as the first, second and third day, 
and as late as the sixth and seventh week, the patient being out 
of bed and at work. Fitz’s statistics go to show that it occurred 
in 3.6 per cent between the ages of one to ten years, 23.8 per cent 
between ten and twenty, 39.8 per cent between twenty and thirty, 
23.3 per cent between thirty and forty, 7.2 per cent between forty 
and fifty, 1.0 per cent between fifty and sixty and 0.5 per cent 
between sixty and seventy. The first and most prominent symp- 
toms that are manifested after perforation occurs is a sudden at- 
tack of acute, sharp pain, generally on one side of the abdomen 
(preferably the right iliac region) or it may be diffuse. 

The severity of the pain varies greatly, probably dependent 
upon the location and character of the perforation. In the ma- 
jority of cases, the pain is excruciating, causing the patient to 
feel faint; nausea and vomiting are not infrequently present. The 
limbs are often drawn up to relax the abdominal muscles. 

The absence of liver dullness is a sign of much diagnostic 
value. By some it is thought to be rarely, if ever obliterated, as 
a result of perforation. My limited experience has induced me to 
think otherwise. It has certainly disappeared in one of my cases, 
where there was absolutely no doubt as to the correctness of my 
diagnosis, and to it I attach no little importance. 

Leucocytosis is considered confirmatory by some observers; 
however, other complications will obscure this sign, but generally 
speaking, it is the most reliable criterion to be governed by, espe- 
cially when considered in connection with the abdominal symp- 
toms. 

Perforation which occurs early in the attack is thought to be 
due to the separation of a slough, while that which occurs later 
is probably the result of an extension of the ulcerative process 
to the visceral peritoneum. 

The opening thru the intestine is usually single with clean-cut 
edges, but the openings may be single or multiple, complete or in- 
complete. Fitz reports that there were one perforation in 167 
cases; two perforations, in 19 cases; three perforations, in 3 cases; 
four perforations, in 1 case; several perforations, in 4 cases; twen- 
ty-five to thirty perforations, in 2 cases. 

It is impossible to recognize that a perforation is about to oc- 
cur, so we should ever be on our guard and “in time of peace pre- 
pare for war.” In my opinion perforation occurs earlier in the 
ambulatory form of typhoid than in any other (perhaps save one, 
and which is very rare, the “septicemic form’), and which I at- 
tribute to indiscriminate eating, and the same cause is account- 
able for many of the cases which occur during convalescence. I 
have recently met with a case of the ambulatory form of fever, in 
which the patient kept about until thirty-six hours before death, 
when suddenly perforation took place and death occurred prompt- 
ly. The patient was in the prime of life and in the flower of 
robust manhood. I am confident that he was ushered into a pre- 
mature grave by eating at a barbacue, 

As far back as 1884, Mikulicz successfully operated upon a 
case which he claims was caused by-patient eating a piece of po- 
tato. Leyden, writing of typhoid fever in 1884, was the first to 
advocate a surgical operation for the relief of perforation of the 
bowel. A little later Mikulicz reported three cases which he had 
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treated with the knife. But to Lucke was left the crowning glory 
of being the first to report a case where there was absolutely no 
doubt as to the diagnosis. About the same time, or a little later, 
Bontecou operated for the same trouble. I have collected 93 cases 
from the literature that have been operated upon with twenty- 
two recoveries (23 per cent). I am unable to give age, sex, etc. 

I will now mention five cases of the most desperate kind, 
showing the brilliant result achieved by operation: 

Ferraresi (in 1894). Intestine resected, irrigation, gauze drain- 
age, recovery. 

W. Hill (1895) resection and impending perforation sutured; 
Murphy button used. Button avoided in 17 days. Recovery. 

Geselevitch and Vanech (in 1895) 12 inches of bowel resected. 
Death on the seventh day of catarrhal pneumonia. 

Geselevitch and Vanech (in 1896) 12 inches of bowel resected, 
abdominal wound not closed. Death eight days after from ex- 
haustion. 

Geselevitch and Vanech (in 1896) excision and stitches, ab- 
dominal wound not closed. Death three days after, 

It is absolutely necessary to look for and suture all impending 
perforations, or the operation will have been incomplete, and in 
all probability unsuccessful. I hardly think we are justified in 
reopening the abdomen, but each individual case must decide. 

Dr. Hugh M. Taylor, one of the modern pioneer abdominal 
surgeons of the South, has operated five times with one recovery. 
The successful case was the only one operated upon during first 
twelve hours after perforation. The others were moribund at 
time operation was undertaken. 

Davis, in the University Medical Magazine, reports three cases 
in which operations were performed for supposed perforation. A 
single small perforation with free pus in the peritoneal cavity was 
found in one patient who. recovered. In a second patient death 
followed the suture of the perforations, while in a third no per- 
forations were found, and the patient recovered from the opera- 
tion. He goes on to say that a decided and sudden increase in the 
abdominal symptoms, especially pain, associated with an abrupt 
fall of temperature is diagnostic of perforation. Leucocytosis he 
regards as a confirmatory sign. Hemorrhage is accompanied with 
a sudden fall of temperature, but not by a sudden increase of 
abdominal symptoms. Dullness in the right iliac region is not to 
be expected in cases of perforation. Localized impairment of 
resonance may be due to free abdominal fluid. Change of posi- 
tion causes it to disappear. Localized pain and dullness may be 
due to a plastic peritonitis around the site of the perforation. This 
may be observed perhaps in one case in ten, possibly one in five. 
He says that typhoid fever-patients when not in total collapse, 
bear operations much better than would be expected. He advises 
washing out the abdominal cavity with hot normal saline solution, 
even if no perforations exist, claiming that it improves the condi- 
tion of the patient, at the time of operation, and to favorably in- 
fluence the subsequent course of the disease. He opens the abdo- 
men at McBurney’s point, and not in the median line. 

In conclusion, I shall briefly discuss what we have learned. 
In favor of abdominal section, it may be said that a death-rate 
of probably 100 per cent from treatment without operation justifies 
surgical interference. In face of the statistics of those cases 
operated upon, it is certainly a justifiable procedure. It is now 
well known that in a patient not exhausted, exploration of the 
abdominal cavity, under strict antiseptic precautions, in the early 
hour of perforation, does not add much to the gravity of the prog- 
nosis, “and what man has done, man can do,” so if we are abso- 
lutely sure of our diagnosis, and can operate shortly after perfora- 
tion occurs, we ought to inform the family, at once, how dark 
and gloomy the chances for recovery are, and that an operation 
holds out the only practical hope for life. If they say operate, it 
is our duty to do so. If they decline, we have done our duty and 
our responsibilities cease. To-day, if we are smart enough to 
diagnose a case, and brave enough to operate, we are wrong when 
we know the lesion exists, if we do not operate. We are 
wrong, and why? On account of the attitude of the medical pro- 
fession, regarding the propriety of a surgical procedure! We 
stand in a truly critical position, as there are very, very few 
advocates of surgical interference, as compared to the very many 
who do not advise it. It is a judge’s first duty never to pronounce 
sentence in the most trifling case without hearing; so by way of il- 
lustration, I wish to say that it is a doctor’s first duty to examine 
a patient carefully, and weigh the symptoms with the greatest 
of circumspection, before passing sentence. No case should be 
considered a non-operable one (except in the “septicemic form”) 
if seen in time, but many a case passes beyond an operable stage 
as a result of difficult diagnosis and an inadequacy of time to 
make the necessary arrangements for opening the belly, especially 
outside of a hospital. In face of the statistics which I have 
brought to your notice to-day, I ask you, gentlemen of the Sea- 
board Medical Society, if we should be content with using the ice- 


bag and opiates? I ask if we can, in honor, or courage, intrust 
these cases to Providence? Why should we stand longer with 
folded arms? The profession must be imbued with its importance, 
The common people must be enlightened upon the subject, for 
further misunderstanding and estrangement should not exist. It’s 
a last resort and the only hope for life. We can shed light, but 
not darkness. In my feeble opinion, the only hope of reducing 
the high mortality is with the knife, and unless we are prepared 
by strength and knowledge to use it, it will be like a brawny 
laborer’s crowbar in the hands of a delicate child, a dangerous 
plaything. 


OPERATIVE TREATMENT OF CIRRHOSIS OF THE LIVER. 


BY GEORGE HOWARD THOMPSON, M. D., ST. LOUIS, MO. 


Professor of Therapeutics and Experimental Medicine in the St. Louis College 
of Physicians and Surgeons; Physician-in-Chief to the Woman’s 
Hospital of the State of Missouri. 


For some years it has been known that ascitis due to tuber- 
culous peritonitis can be permanently relieved by abdominal sec- 
tion. Of even more importance is the recent discovery that ascitis 
caused by cirrhosis of the liver may also be relieved in a large 
proportion of cases by operative treatment. 

So far as I can find there have been eighteen patients oper- 
ated on by this method. It was first suggested in England by 
Drummond, of Newcastle, in 1894, who, with his colleague, Mor- 
rison, had made especial study of the collateral circulation some- 
times establisht by Nature toward the relief of ascites; Drum- 
mond having especially noted in a number of autopsies that markt 
cirrhosis of the liver sometimes existed without ascites, and that 
those cases were the ones in which a natural anastomosis had 
been establisht between the portal and systemic venules—nearly 
always thru adhesions between the omentum and the parietal 
peritoneum. Following this suggestion Morrison made four opera- 
tions between 1894 and 1899, establishing extensive anastomosis 
between the veins of the omentum and those of the parietes by 
making large attachment of omental to parietal serosa; two of 
which terminated favorably. The first account was publisht in 
1896. 

It is claimed by Friedmann, of Vienna, that a Dutch surgeon, 
Talma, conceived the operation as early as 1870, and that in 1872 
Lens (one of Talma’s students), unsuccessfully _ attempted the 
work—the patient living six months, but dying of the pre-existing 
cachexia; and also mentions that Shelkly had a similar failure 
even earlier than Lens’s experience—his patient dying of delirium 
tremens before enough time had elapst to permit of the estab- 
lishment of efficient collateral circulation. 

If this be accepted (and it is probably correct), the chronologi- 
cal sequence is as follows: ‘ 

I. Operation by Shelkly, 1871. Unsuccessful. Death from 
alcoholism. 

. IL. Operation by Lens, 1872. Unsuccessful. Death from 
hepatic disease. 

III. Operation by Drummond and Morrison, 1896. Woman 
with ascites—tapt 48 times. Patient lived 19 months, liver hyper- 
trophic, ascites returned. Death from apoplexy. 

IV. Operation by Drummond and Morrison, 1895. Young 
woman with cirrhosis (typical). No return of ascites. General 
health restored. Death in 1897 from herniotomy. 

V. Operation by Drummond and Morrison, 1897. Man, high 
degree of ascites from typical alcoholic cirrhosis. Success. Cured 
and accepted as a “risk” in life insurance company in 1899. 

VI. Operation by Drummond and Morrison, 1897. Woman 
of 54; high degree of ascites. Death from exhaustion (and con- 
tracted kidneys), in three weeks. 

VII. Operation by Hiselsberg, 1898. Case of Talma’s: Boy 
aged 9 years, ascitic from hepatic and splenic disease. Four 
months after Hiselberg’s operation Narath sutured spleen to the 
abdominal wall. Cured. 

VIII. Operation by Neumann, 1898. Patient, man, aged 45; 
liver very hard. Operative and ultimate results both excellent. 

IX.—Operation by Ewart, 1899. Operation for ascites not suc- 
cessful. Autopsy some months later showed liver not cirrhotic. 

X. Operation by Weir, 1900. Death on 5th day from septic 
peritonitis. 

XI. Operation by Rolleston, 1900. Ascites cured. 

XII. Operation by Turner, 1900. No benefit; ascites return- 
ed in aggravated form. 

XIII. Operation by Bossowski, 1900. Boy, 9 years; benefited 
but not cured. 

XIV. Operation by Bernays, 1900. Saloonkeeper, 55, alco- 
holic cirrhosis. No benefit. Patient died of hepatic disease six 
months later. 
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XV. Operation by Lanphear, 1900. Man, 45, alcoholic cir- 
rhosis. Ascites still relieved. 

XVI. Operation by Bernays, 1900. Coachman, 35. 
ascites. Cured by operation. 

XVII. Operation by Talma, 1900. Patient still improving. 

XVIII. Operation by Ballin, 1900. Patient recovering. 

While this operation was designed principally toward the cure 
of Laennec’s cirrhosis of the liver, it is obvious that its application 
may be extended te the relief of any form of abdominal dropsy 
due to obstruction of the portal circulation. With cirrhosis mere 
relief from ascites is not the only thing to be hoped for; by tak- 
ing off venous pressure the onward march of the cirrhotic process 
may be arrested. 


REMARKS ON GALL-STONES IN THE COMMON DUCT.* 


BY L. H. DUNNING, M. D., INDIANAPOLIS, IND. 
Professor of Diseases of Women in the Medical College of Indiana. 


Cirrhotic 


By the careful compilation from the records of Johns Hopkins 
Hospital, Baltimore, Mosher has shown that gall-stones are pres- 
ent in practically seven of every one hundred of our inhabitants 
(6.94 per cent); and that in 13 per cent of all cases of cholelithiasis 
a calculus is lodged in the ductus communis choledochus. 

Stones arrested in the common duct may be classified into the 
following varieties: 

1. Sudden obstruction of the duct; this acute attack being 
associated with transient jaundice and accompanied by typical 
gall-stone colic. 

2. Chronic obstruction; with symptoms pointing to the lodg- 
ment of a stone somewhere in the course of the duct; intermittent 
pains, clay-colored stools, dark urine, etc. 

The first group represents the old, classical form of “bilious 
colic,” the symptoms of which are so well known they need not 
be given in detail. 

In chronic obstruction from gall-stones, the jaundice is more 
or less intermittent, and there is pain in the hypochondrium, epi- 
gastrium and back. The pain is not so severe as in acute ob- 
struction, and is very irregular. It may be located in the epigas- 
tric or lumbar region. As a rule there is absence of a tumor in 
the gall-bladder region, but markt soreness. 
of weight, and frequently chills and intermittent fever. 

The “Carlsbad cure” (a sojourn at some_ springs), large 
draughts of sweet oil, the application of hot fomentations to the 
hypochondrium, and the administration of opiates to relieve pain 
are all of benefit in the acute cases. 

The chronic cases are amenable to surgical treatment alone. 
Of all the various surgical procedures suggested for the relief of 
this trouble I think choledochotomy has proven to be the most ap- 
proved method when applicable. The middle third of the duct 
is the point of selection for the incision. When the stone is in the 
duodenal end of the duct it can usually be crowded 
back into the middle portion and removed thru the _inci- 
sion in that part. An incision thru the cystic duct may be car- 
ried onward into and thru the common duct if the upper portion 
be chosen for the line of incision. 

Duodeno-choledochotomy is applicable to cases of a large fixt 
stone in the duodenal extremity of the duct. This method yields 
a higher rate of mortality than simple incision of the choledochus. 

Only soft stones should be crusht (as suggested by Lawson 
Tait), and needling is unsatisfactory. 

The writer would reserve cholecystenterostomy in common- 
duct obstruction to those cases in which the patients can not en- 
dure the longer operation of choledochotomy. 

CASES. 

Case I.—Mr. E., aged forty years. Subject of periodical at- 
tacks of gall-stone colic for several years. The present attack 
began three months ago. Jaundiced from the beginning, the inten- 
sity of the jaundice being intermittent. There were intermittent 
chills and fever. Upon operation there was found a single soft 
stone in the common duct. The gall-bladder was normal in size 
and contained no stone. There were many adhesions, in the sep- 
aration of which an opening was torn in the portal vein. Profuse 
hemorrhage followed. An attempt to close the opening in the 
vein by sutures was unsuccessful. Finally the anterior wall of 
the vein around the hole was pickt up with thumb and finger 
and a ligature thrown around it and tied. This was effectual 
in closing the hole and checking hemorrhage. The soft stone in 
the common duct was crusht. The patient recovered rapidly and 
was cured. 

Case II.—The patient, a woman sixty-four years old, a subject 
of gall-stone colic for several years. Present attack began five 
weeks previous to operation. Patient very ill. Cholemia and 


“Abstract of paper read before the American Association of Obstetricians and 


Gynecologists, Cleveland, 1901. 


There is decided loss: 


purpuric spots upon the skin. She was profoundly jaundiced. 
Tongue dry and intellect clouded. Unfavorable case. Operation 
October 7, 1900. Gall-bladder small and packt with stones. Cys- 
tic duct was stenosed. Two small stones were found fixt in first 
third of common duct. Could not crush them or move them 
with the fingers. The cystic duct was dilated with slender forceps 
and there was a free flow of bile into the gall-bladder. The gall- 
bladder was joined to the colon by Murphy’s button. Patient bore 
operation well, but died at the end of thirty-six hours, probably 
of cholemia. 

Case III.—Mrs. B., aged sixty-one. Former history of gall- 
stone colic. Present attack of six weeks’ duration. Intermittent 
jaundice. Irregular pains. Markt emaciation. Chills and fever. 
Gall-bladder small and contracted around a mass of stones. One 
large stone in common duct. Choledochotomy. Recovery. 

Case VI. Woman, aged fifty-three. History of attacks of 
gall-stone colic extending over several years. Present attack be- 
gan five weeks previous to my visit. No deep, but varied jaundice. 
Pain in right hypochondrium. Occasional chills and intermittent 
fever. Upon operation found numerous gall-stones in the gall- 
bladder, and three stones in a dilated portion of the common and 
hepatic ducts. Cystic duct was patulous. It was widely dilated 
and gall-stones presst out of the dilated portions of common and 
hepatic ducts. Patient recovered. 


IS IT ALWAYS BEST TO AWAIT REACTION FROM SHOCK 
BEFORE OPERATING FOR SEVERE INJURIES?* 


BY MILES F. PORTER, A. M., M. D., FT. WAYNE, IND. 


For some years I have advocated the use of intra-venous in- 
jection of decinormal salt solution and immediate operation in 
cases of severe injury where delay may be dangerous from other 
causes than shock. Increasing experience, as well as much read- 
ing and thought, has confirmed the opinion that a more general 
adoption of this plan would result in the saving of many lives. 
It is not advised that this plan of procedure be adopted in minor 
injuries, especially if not accompanied by severe hemorrhage, nor 
even in severe injuries unattended by great loss of blood—wherein 
the “shock” is due to the impress on the nervous system, not to 
hemorrhage; but even in this latter class I believe immediate 
operation is more often justifiable than generally accepted. I 
am certain that the importance of the “‘nervous element” in shock 
has been, and still is, much overrated. While I would not deny 
the existence of “nervous shock,” I believe it occurs only as a re- 
sult of injuries received by persons in possession of their mental 
faculties. In an experience covering hundreds of the more severe 
major operations in surgery done under surgical anesthesia, I can 
not recall a single case of “shock” of sufficient degree to attract at- 
tention or call for treatment, that occurred in the absence of con- 
siderable blood-loss—that is to say: “Shock” and “hemorrhage” 
as applied to conditions following injuries, received during uncon- 
sciousness, are in my opinion practically if not entirely synonom- 
ous; certan injuries to the nerve centers, of course, excepted—as 
for instance injuries of the solar plexus. If this opinion be cor- 
rect, then the logical conclusion is that we, as surgeons, in deal- 
ing with shock are contending with conditions dependent upon (1) 
loss of blood, and (2), the effect of injury as manifest thru the 
mind. 

How does the theory tally with the facts obtained thru prac- 
tical observation? Is it not a matter of common observation that 
other things being equal, the pulse grows better and that the other 
symptoms of shock subside in a measure under anesthesia? It 
may be said that many (especially railroad) injuries frequently 
are contused and lacerated wounds and therefore do not bleed. 
This is true in a measure only and not in a measure sufficient to al- 
low us to displace hemorrhage from the important position which 
it holds as a factor in shock. , 

Other things being equal the effects of loss of blood depend 
in no small degree upon the suddenness of the loss: A given 
quantity of blood suddenly withdrawn from the circulation pro- 
duces syncope; the same amount withdrawn in the course of an 
hour produces no subjective symptoms whatever and no markt 
objective symptoms. A man, run over by a train and sustaining 
a crush of both legs, or a crush of one thigh, may have suddenly 
lost enough blood to produce pronounced symptoms of “shock”— 
to say nothing of the effects of the pain and the horror. It is 
true, perhaps, that the blood has not been poured out on the 
ground, but it has been withdrawn from the circulation, which 
is in effect the same thing; by the effect on the vaso-motor centers 
huge quantities of blood accumulate in the abdominal receptacles, 
leaving the surface blancht and pallid, even tho a great amount 
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of blood has not apparently been lost. But I must say that I be- 
lieve the amount of bleeding after crushing injuries is usually un- 
der-estimated. Let those who doubt this observe the swelling 
that occurs in a crusht member before sufticient time has elapst 
for the production of gases or the manifestation of signs of inflam- 
mation. All of the swelling is due to hemorrhage. 

It may be askt: Why would it not be as well to control the 
hemorrhage by the tourniquet, then infuse and wait until reaction 
comes on before operating? The reply is: This means a pro- 
longation of the suffering, both physical and mental, and a very 
decided addition to the risk of infection. 

As illustrating and emphasizing these points I may refer to a 
case, seen with Dr. C. B. Stemen, of I't. Wayne, of crushing of the 
four extremities. It was thought the man would die unless we 
waited for reaction. Therefore elastic tourniquets were applied 
and we waited. Contrary to our expectations partial reaction did 
come on. The four amputations were simultaneously done with 
intravenous transfusion. The man was put to bed in better shape 
than when he was put on the table, only to die at the end of 72 
hours from septic infection! The amputations were made twen- 
ty-two hours after the receipt of the injury, and the mangled tis- 
sues emitted a decided odor of putrefaction at the time he was 
put upon the table. Had the amputations been made before the 
results of saprophytic infection became so markt, I have no doubt 
his life might have been saved. 

In conclusion let me say: (1) anesthesia is the best remedy 
known with which to combat the nervous element in shock; (2) 
direct intravenous transfusion of normal saline solution is the 
best remedy in hemorrhage; and (8) delay in operating increases 
the danger from sepsis. Therefore, let us be governed by reason 
rather than by rule in these cases and operate at once and trans- 
fuse under anesthesia rather than wait and waste time that is 
precious to our patients by adhering to traditional teaching thru 
fear of the fetish of “authority.” 


SOME REMARKS ON GLEET.* 


BY A. RAVOGLI, M. D., CINCINNATI, OHIO. 
Professor of Syphilography in the University of Cincinnati. 


The term “gleet” is popularly used to signify a scanty dis- 
charge from the urethra following a gonorrhea; while not quite in 
accordance with modern ideas the term may be retained in the 
nosology of the urethral diseases to show that transitory stage 
between chronic gonorrhea and the formation ofa_ stricture. 
From the infection by the gonococcus to the formation of stricture 
is nothing else than a continuation of disorders and of alterations 
of the tissues, started first by the presence of the infectious germ 
and then continued in the cells of the tissues as the result of their 
presence and of the derangement of nutrition they have caused. 

The gonococci may remain dormant for a long time without 
showing their presence. Indeed, it could scarcely be otherwise, 
there are so many glands, (Morgagni’s erypts, Cowper’s glands, 
the prostatic ducts and the seminal vesicles), which offer abodes 
to the gonococci. The scanty secretion and the shreds may be of- 
ten examined without disclosing the presence of gonococci, which 
are hidden in the submucous tissues and in the glands. They 
may at any time be awakened from their latency by a new hyper- 
emia of the mucous membrane of the genitals, caused either by 
excess in alcoholic drinks or by over-indulgence in sexual rela- 
tions. In these cases we see a fresh gonorrheal outbreak, which 
simulates a new invasion, but it is only an instance of autorein- 
fection. 

In many cases, however, the gonococcus is dead, so that after 
several years’ standing no acute reproduction of gonorrhea has 
occurred, and the discharge has not shown the presence of gon- 
ococci; yet a “gleety” discharge persists. Most of the patients are 
married men, and their wives have never shown signs of gonor- 
rheal infection, nor have they complained of any trouble of the 
sexual sphere; they have given birth to healthy children, thus 
showing no sterility, which so often is the result of chronic gon- 
orrhea. In a word, they have been exempt from any infection. 

In some cases the provocation test has been tried with a 
solution of nitrate of silver, and in the secretion resulting from 
the chemical irritation no gonococci could be found, dispelling any 
idea of the presence of an active infection. 

The manifestations of the gleet are limited to a scanty dis- 
charge of a whitish fluid, which appears in the morning as the 
“svoutte matinale.’” In some cases the secretion is.so scanty 
that the fluid at the meatus gets dry and closes the lips together 
as a dry scale. The patient has no trouble in retaining the urine, 
and he urinates normally every four or five hours. But in the 
urine we constantly find shreds, which vary in appearance. In 
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some cases the urine is clear, containing short, small shreds, which 


are scattered thruout the whole quantity of urine. In a few min- 
utes the shreds settle to the bottom, leaving the urine perfectly 
clear. 

In other cases the urine is clear, but in the middle of the 
glass or at the top a conglomeration of shreds is found like a 
little ball. These are floating and are easily separated in the 
form of thick, long shreds. 

In still other cases, the urine is somewhat cloudy, showing a 
kind of turbidity that destroys the characteristic transparence. 
Subjective symptoms are very few. Only seldom have I known 
patients to complain of a burning sensation in the act of mictu- 
rition, or more often at the end of micturition, which is the result 
of a prostatic complication. Some patients complain of a painful 
sensation at the time of ejaculation. 

Some patients complain of rheumatoid pains affecting the lum- 
bar or the gluteal region, extending to the thighs. These pains 
are not steady, but come and go. Often they complain of being 
tired, feeling a sense of fatigue. Often this condition is so ac- 
centuated as to produce a markt nervous hyperexcitability extend- 
ing over different nerve territories to constitute what we call sex- 
ual neurasthenia. In fact, the posterior urethra is supplied with 
large numbers of sensitive nerves, regulating the acts of micturi- 
tion and of coitus, and it is easily understood that a continued irri- 
tation of this delicate organ may be the source of nervous phe- 
nomena. The infiammation produced in this region by the urine 
and by the secretion which is formed there causes an irritation, 
and in consequence nocturnal emissions, (which make the patient 
weak and nervous), follow. The patient loses flesh, becomes for- 
getful, and cannot attend to his occupation. He loses sleep, and 
is greatly depresst mentally. In some cases erections become dif- 
ficult or incomplete, and ejaculation is retarded, tending toward 
impotence. In other cases the ejaculation is so quick that the 
individual scarcely has time to approach the woman. In my ex- 
perience, I can say that in a great many cases of neurasthenia, 
where the patient has never spoken of any genito-urinary trouble, 
the introduction of a sound has revealed the origin of his neuras- 
thenia. In some cases the symptoms subside under treatment of 
the urethra, to reappear later, when the treatment has been neg- 
lected. 

The morning drop must be carefully examined. In the micro- 
scopical examination of the secretion we do not find, however, an 
explanation of the stubbornness of the affection. In the secre- 
tion we find epithelial cells of the pavemental kind, mucous fila- 
ments in the form of mucin, and small mononuclear leucocytes. 
Only rarely some polynuclear cells can be found, and the field 
of the glass is covered by a quantity of amorphous granules of 
urie salts, which are arranged in small concretions. 

In regard to micro-organisms: At times there are only a few 
in number, and at other times they are abundant. They are of 
different length and diameter, in the form of cocci; many have not 
yet been classified, and very likely belong to the saprophytes. 
The most important micro-organisms (the gonococcus Neisser), at 
this time in a large number of cases cannot be found. The shreds 
are made up of polynuclear leucocytes and a few epithelial cells. 

‘ The condition of the prostate must be taken into considera- 
tion, and Finger believes it to be responsible for the stubbornness 
of the discharge. Indeed, this organ, which is formed by the 
conglomeration of many glands, can easily be the abode of in- 
fectious germs. In any case of old gonorrhea it is necessary to 
press the prostate with the finger and obtain some of the pros- 
tatic secretion for microscopic examination. In many. of the 
cases the prostate is but little affected. In only a few cases a 
little fluid has been obtained by pressure on the gland, and the 
examination of the secretion did not reveal anything abnormal. 
Yet in spite of the negative result of the examination, the urethral 
drop must be regarded always with suspicion. Gleet has its seat 
in the posterior urethra, and continues for a long period, which 
includes years of a chronic hyperplastic inflammation, which will 
end with sclerosis and shrinking of the tissues, forming the so- 
ealled stricture; behind which the gonococcus may be found; be- 
sides the membranous portion of the urethra is lined with many 
glands, and they are paved with epithelial cells of different types, 
and all offer hiding places for the development of gonococci. In 
cases of old, chronic gonorrhea, we can look upon these glands as 
foci of infection, which only with difficulty can be destroyed. The 
difficulty of reaching the germs is also increast by the continuous 
epithelial desquamation of the excretory ducts of the glands and 
utricles shown by the presence of the shreds, also called ‘“comma- 
like filaments,” which are modelled on the excretory ducts of these 
glands. These accumulations of mucus in the ducts of the glands 
prevent access of the remedies to their interior, and so makes the 
gleet more persistent. 

For the above mentioned reasons the digital exploration of the 
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prostatic gland is necessary in every case of gleet, in order to 
find out its shape, volume, inequalities, tender spots, etc., so as 
to determine the presence of chronic prostatitis. 

The introduction of a metallic sound is necessary to complete 
the examination. I introduce a sound from No. 21 to No. 24, for 
an ordinary examination. This should be inserted without dif- 
ficulty, if the caliber of the urethra is not affected. When the 
sound is removed a little drop of milky fluid comes out of the 
meatus. This fluid under the microscope shows many small leu- 
cocytes, some large epithelial cells, and some amorphous uric salts, 
indicating the presence of altered urine which has remained in 
the urethra for some time. The little drop of urine left in the 
canal undergoes chemical changes, causing irritation. Indeed, 
when a little quantity remains to moisten the mucous mem- 
brane it is natural that this irritant shall produce a maceration of 
the epithelium and an irritation of the papillae and of the glands. 
This condition is easily demonstrated by the use of the urethro- 
scope, which shows the mucosa of the urethra red, with small 
papillary granulations. This condition is not the result of a 
stricture, but it will become a stricture if it is not 
treated. It is the result of the chronic gonorrheal in- 
flammation, which produces a hypertrophy of the connect- 
ive tissues and changes in the epithelial cells. The various altera- 
tions which occur in the inflamed cells modify their volume, form, 
mutual relations and functional activity. In acute cases degenera- 
tion of the cells is present, but in chronic gonorrheal inflamma- 
tion a proliferative reaction predominates, and the cells grow 
and become hypertrophied. These changes of volume of the cells 
modify the normal elasticity and disposition of the tissues, caus- 
ing functional disturbance. The urethra is not a simple tube to 
allow the passage of the urine, but with its two layers of non- 
striated muscles and by the help of the compressor it normally 
squeezes out every drop of urine from the canal. When a part 
of the mucous membrane of the urethra is rendered hard and 
inelastie from infiltration and hypertrophy of its histological ele- 
ments, this place will be a hindrance to the muscular layers, and 
also to the compressor, in the attempt to squeeze out all of the 
urine. In consequence, a small quantity of urine will remain be- 
yond and about the infiltrated point, which is collected in a drop 
on the posterior surface of the urethral mucosa. This explains 
why the presence of the gonococcus is no more necessary to main- 
tain the inflamtmatory process—the presence of the altered urine 
is sufficient to explain the obstinacy of the chronic inflammation. 

I have already stated that for gleet I understand that period 
of chronic inflammatory process of the urethra, commencing at the 
cessation of the gonorrheal symptoms and ending at the forma- 
tion of the urethral stricture. The cause is the infiltration and 
the inelasticity of the tissues and glands of the mucosa of the 
urethra limited to circumscribed patches, which prevents the per- 
fect voiding of the urine. 

When gleet has lasted for a long time, and it is complicated 
with chronic prostatitis, with well-directed treatment a great deal 
of good can be done, but in some cases complete recovery is diffi- 
cult to obtain. The treatment of gleet cannot be carried on with 
only one method, but requires good judgment in the selection of 
the methods demanded in the different cases. From the internal 
remedies the essayist does not expect must benefit. Balsams may 
diminish suppuration and clear somewhat a cloudy urine, but their 
real benefit is rather questionable. But it is not so of the urinary 
antiseptics, which I consider as adjuvants in the treatment. Sali- 
eylates, and especially urotropine, have a germicidal and antiseptic 
action. 

The treatment to be most relied upon consists of local applica- 
tions. In the first place, the posterior urethra must be washt, 
which is done by means of lavages. These can be supplied without 
catheter with the Janet irrigator, or by means of a recurrent cath- 
eter. The fluid to be used is a solution of permanganate of potash 
in the strength of from 1 to 5,000 to 1 to 2,000. 

In cases where infiltration is already formed, stronger solu- 
tions are required, which are to be used on the affected place by 
means of instillations. With a small catheter adjusted to a grad- 
uated syringe, a solution of nitrate of silver, from one-half to two 
per cent, is instilled in a few drops into the posterior urethra. 
The essayist prefers the use of one per cent to two per cent of 
protargol, from which he never had the inconvenience which some- 
times is determined by the solution of the silver nitrate. 

In some persistent cases the use of the urethroscope and the 
application of the caustic solutions thru this instrument, in order 
to limit its action to the affected part, must be adopted. 

The mechanical treatment consists of pressure applied on the 
infiltrated patches by means of sounds. The sounds are steel, 
applied for the purpose of dilatation together with the pressure. 
Fenestrated sounds, which are constructed with a view of asso- 
ciating to the pressure of the sound the action of a remedy in the 
form of salve, are sometimes to be preferred. 


Dilators are to be applied in case of deep lesions; with them 
a dilatation has to be accomplisht gradually and gently. The di- 
lators of Otis, Oberlander, and especially of Kohlman, are recom- 
mended to be used always after rendering the urethra anesthetic 
by an injection of eucaine. The instrument must be used grad- 
ually without injuring the urethra. With the dilator longitudinal 
fissures a few millimeters in length are produced all around the 
infiltrated surface. These tears occur only in the infiltrated mu- 
cosa of the urethra, and in a few days are completely healed up, 
leaving no trace. From these cicatrical points the process of 
reabsorption takes place, which will restore the mucous membrane 
of the urethra to the normal condition. 

To terminate the treatment, the essayist would recommend 
the old-fashioned sounds, either those with Thompson’s short 
curve or those with Benique’s curve. The sound is left in the 
urethra for five minutes and then withdrawn. It is applied at 
first once a week, then once in two weeks, and finally once a 
month. The pressure on the tissues made by the metallic sound 
causes the absorption of the remnant of the infiltrated elements 
in the mucous membrane, maintains unaltered the diameter of 
the caliber of the urethra, and prevents the little drop of urine 
from remaining in the affected places, finishing the treatment of 
the dreaded gleet. 


REMARKS ON THE TREATMENT OF BILIARY CALCULI— 
WITH SPECIAL REFERENCE TO HEPATOTOMY.* 


BY W. E. B. DAVIS, M. D., BIRMINGHAM, ALA. 
Professor of Abdominal Surgery in the Birmingham Medical College. 


I wish at the outset to say I am in favor, as a rule, of chole- 
eystotomy as the operation of choice for gall-stones both in the 
gall-bladder and the common bile duct. Much has been claimed 
within the past five years for cholecystendysis, with or without 
drainage of the abdominal cavity. While this operation has some- 
thing to commend it, being simple and obviating the disagreeable 
discharge of bile, from three to four weeks, from a fistula, yet 
its field is limited when the etiology and pathology of cholelithia- 
sis are given due consideration. Stagnation of bile, with altered 
epithelium and infection from the typhoid or colon bacillus, as 
found in many cases where there is no evidence of infection from 
the character of the fluid in the bladder, would contraindicate 
its closure. If stones should be found where an examination of 
the gall-bladder is conducted thru the abdominal incision, made 
for the relief of pelvic disease or other abdominal trouble, cholecy- 
tendysis might be performed with advantage. I must especially 
advise against the operation as practist by Howard Kelly. 

The primary incision in the abdomen should be closed and the 
opening made as in the classical cystotomy. Cases in which eal- 
culi would be removed by this method are those in which the 
stones are not associated with inflammatory changes, and are ex- 
actly.the ones found in patients who go thru life without symp- 
toms referable to the gall-bladder, the condition being discovered 
at the autopsy, in the dissecting room, or by accident during the 
course of some other operation. 

Cholecystectomy is to be reserved for stricture of the cystic 
duct, inflammatory changes which greatly endanger the walls of 
the bladder, and malignant disease. 

Choledochotomy without suture is called for in the large ma- 
jority of common-duct stones. Suture of the duct may be prac- 
tist if the patient’s condition has not been rendered serious by 
much suffering and protracted jaundice, and if the duct is en- 
larged and not markedly inflamed. Gauze drainage should be re- 
sorted to in all cases, it matters not how carefully the stitching 
of the duct has been carried out. The time required for sutur- 
ing the duct adds very greatly to the gravity of the operation 
in the cholemia of long duration. It would also be contrary to 
surgical practice elsewhere to suture when offensive infected bile 
escapes from the duct. Morrison’s pouch, which will hold near- 
ly a pint of fluid, makes gauze drainage in this location entirely 
satisfactory. The lumbar stab is preferred by some surgeons, but 
the entire safety of transperitoneal drainage has been abundantly 
demonstrated. 

Kehr, who has done more gall-stone operations than any other 
surgeon, claims that he first advised the open treatment of the 
duct: but it is known that he is in error, as the operation has been 
urged, for the reasons he gives, in this country since the early 
part of 1892, at which time experiments were conducted by me 
on the lower animals, and reported to the American Medical As- 
sociation. At that time, and for some years afterward, it was ad- 
mitted by surgeons that the operation would succeed on normal 
organs with normal bile, but not otherwise. I afterwards induced 


*Abstract from President’s address at American Association of Obstetricians 
and Gynecologists, 1901. 
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pathologic changes in the biliary passages and demonstrated that 
the operation was successful in infected and enlarged ducts. Ex- 
perimental and clinical experience demonstrate conclusively the 
safety of the operation. 

At the Indianapolis meeting, two years ago, I had the pleas- 
ure of reporting two cases in which hepatotomy had been done in 
obstruction of the biliary passages. The operation is indicated in 
eases of obstruction, with enlarged liver, where the gall-bladder 
or duct cannot be isolated, or if the patient’s condition from ex- 
haustion and cholemia will not permit a protracted search for the 
bladder or ducts. After the patient’s condition is better, a radical 
operation may be done. 

Hepatotomy will only exceptionally be called for, and the 
cases will be fewer as the surgeon’s experience increases in 
choledochus operations; for he will then be enabled to better lo- 
cate the bladder and ducts so much changed by inflammatory pro- 
cesses, 

In addition to the above indications, it is my opinion that 
the operation should be resorted to in hepatitis before it has reacht 
the stage of pus formation, if the liver does not rapidly become 
smaller after drainage of the biliary reservoir or the duct. My 
attention was first attracted to the value of the procedure in a 


case in which the amount of pus removed was not more than _ 


half an ounce, but in which the division of the biliary canals 
resulted in the escape of large quantities of bile for many weeks. 
In December, 1898, I performed hepatotomy on one case in which 
there was a movable stone in the common duct, and in the same 
month in a case of obstruction of the hepatic ducts by malignant 
disease. 

In July and August of this year I conducted a number of ex- 
periments on dogs to determine the value of incisions in the liver 
in relieving biliary obstruction. Five dogs were killed, and the 
liver ‘injected with fluid, either thru the gall-bladder—the com- 
mon duct having been tied—or thru the common duct. Incisions 
were then made in all parts of the liver, with the result that 
streams of the fluid would issue from the bile canals and general 
oozing of the fluid from the wounded surfaces of the organ, if 
much force was used. Six dogs were anesthetized and the liver 
injected as above, and this fluid with blood would flow, as a rule, 
freely when much force was used in injecting the fluid. Four had 
the common duct tied, and after twenty-four hours the same ex- 
periment was conducted under anesthesia, with similar results. In 
nine the common duct was ligated and gauze packt around the 
field of the gall-bladder and ducts. After from twenty-four hours 
to a week the liver would be incised in one or more places, and 
as a rule the bile escaped satisfactorily thru the gauze. It would 
be very dark after prolonged obstruction. Two of the dogs died, 
and the others were killed in from five days to two weeks after 
the second operation. Before killing them and while under the 
anesthetic, fluid was injected thru bladder and duct and would 
flow from the wounds which had previously been made in the 
liver, and also from the incisions made at that time. Five had 
the gall-bladder removed entirely, the common and cystic ducts 
being ligated, but as the intestines were not protected sufficiently 
with gauze they all died in from twenty-four to forty-eight hours 
from shock (acute sepsis?), with the escape of bile. 


TUBERCULOSIS OF TUBES, OVARIES, PERITONEUM.* 
BY R. E. CUTTS, M. D., MINNEAPOLIS, MINN. 


The relative frequency of tuberculosis of the tubes, ovaries, 
and peritoneum is variously given by different surgeons: Some 
finding tuberculosis of the tubes in 40 per cent of their cases of 
tubercular peritonitis; others noting a very large proportion of 
chronic inflammatory tubal trouble due to tubercular processes, 
the tubercular nodules being so completely covered by fibrinous 
deposit that the tubercles are hard to find, and therefore the cause 
of inflammation is not recognized. In these cases the general 
peritoneum is rarely involved. 

It is but natural that the peritoneal covering of the tubes 
should become involved with the same frequency as other organs 
in the abdominal cavity in miliary tuberculosis of the peritoneum 
with effusion, since this effusion usually contains the bacilli. Pin- 
ner and others have demonstrated by experiments on dogs and 
rabbits that fine powder introduced into the peritoneal cavity will 
soon be found in the tubes, uterus, and vagina. This explains 
one source of infection of the tubes. Other sources of infection 
are from the blood stream, the uterus, and lymphatics. 

One cause given for the frequency of tuberculosis testis is 
change in circulation from the engorged to passive state. The 
statistics show that tuberculosis testis is more common in young 
men during time of greatest activity of their generative organs. 


*Read before the Western Surgical and Gynecological Association. 


If this is true in the male organs, we might expect the female 
organs to be even more susceptible, as they are not only subject 
to the same disturbances, but also to the much greater disturbance 
in circulation at the menstrual period. Statistics also show that 
tubercular processes are much more frequent, not only of the 
generative organs, but also of the peritoneum during this period 
of greater activity of the female organs. No matter whether the 
infection comes from the uterus, peritoneum, blood stream, or 
lymphatics, there can be no doubt but that the engorgement and 
stasis of the circulation greatly favor the development of the 
bacilli. Senn suggests that the retention of secretion in the tubes 
due to their nearly horizontal position, favors chronic infective 
processes, and as the original seat of the infection usually occurs 
at the ampulla, that there is some condition of the blood ves- 
sels at this point predisposing it to the infection. 

Tubercular infection of the uterus, beginning at the cervix, 
naturally extends along the mucous membrane thru the uterus to 
the tubes; that the lymphatics of the cervix may convey the ba- 
cilli directly from the cervix to the tubes or ee, as is often 
the case with other infections. 

It is barely possible that infection may occur from tuber- 
culous semen, as in tubercular epididymitis the mucous discharge 
often contains bacilli. Often the seminal vescile becomes in- 
volved, especially when the infection has extended to the second 
testicle. It is more than probable that at some time during the 
course of the disease bacilli are emitted with the seminal dis- 
charge. A patient of mine in whom the second testicle had to be 
removed over a year ago still has a tuberculous seminal vesicle 
— made out on one side, altho Ke is apparently in perfect 

ealth. 

Byron Robinson says tuberculosis of the tubes rarely occurs 
before puberty, is most common during menstrual life, and often 
arises during pregnancy; that it often follows tuberculosis of the 
other genital organs, or of the lungs, rectum, or peritoneum. It is 
generally admitted that tuberculosis of the tubes and ovaries oc- 
curs much more frequently during the period of greatest activity 
of these organs, indicating a condition present favorable to the 
development of the tubercle bacilli or at least having a diminisht 
resisting power. 

Williams has shown microscopically that a large number of 
chronically inflamed tubes contain tubercles. The tuberculous 
process may be primary and causative or secondary and com- 
plicating. If the latter, may we not infer that the bacilli secured 
foothold on account of the chronic character of the inflammation 
due to other germs and the impaired circulation in these parts? 
If primary, did the process originate in the tube or tubes and 
limit its extension by adhesive inflammation at the peritoneal end 
of the tube, or was there a slight tuberculosis of the peritoneum 
which healed in its incipiency, but infected the tubes before the 
healing process was complete? 

Vassmer, in the Gottingen dispensary for women, in ten 
months observed six cases of tuberculosis of the uterus. The diag- 
nosis was made by microscopic examination of the uterine scrap- 
ings. The tubes were involved in four of the six cases, the other 
two having normal tubes. This would indicate that the infec- 
tion might frequently be by extension from the cervix thru the 
uterus, just as we expect other infective processes in the tubes 
to occur. 

Cases of acute tuberculosus salpingitis have been reported. 
In this condition diagnosis is rarely possible before operating. As 
a rule, tuberculous salpingitis is characteristically chronic, with 
acute exacerbations. The inflammation, usually bilateral in the 
fibrinous or fibro-caseous forms, may be so general as to form a 
mass to the side and behind the uterus, thus preventing palpa- 
tion of the tube, but in some instances the process is practically 
confined to the tube itelf, forming two or more hard nodules in 
the course of the tube, easily palpated in spare women. 

Tenderness and pain usually depend upon and vary with the 
amount of the peritoneum involved. If tuberculous processes are 
present in other organs, then a suspicion may be held as to the 
nature of the pelvic trouble. Ascites or enlarged lymphatics may 
give the clue. Uterine scrapings may be examined for tuber- 
— endometritis and tuberculin may be given for the reac- 
tion 

The treatment is entirely surgical and radical. 

Primary tuberculosis of the ovary is a very rare condition. 
When it does occur the infection is carried thru the blood current 
or possibly thru the lymphatics from the cervix. Osler says that 
tuberculosis of the ovary is always secondary. If tuberculous in- 
fection is frequently carried thru the blood stream, as is general- 
ly believed, it seems strange the ovary is not more frequently 
the seat of primary infection, for we know most ovaries are sub- 
ject to chronic processes with formation of corpora lutei and cysts, 
conditions apparently most favorable for the development of the 
bacilli. Secondary tuberculosis is far more common and is usual- 
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ly simply an extension from the neighboring organs, as in tuber- 
eulous peritonitis or salpingitis. In the latter an abscess is fre- 
quently formed between the end of the tube and ovary. 

Tuberculous peritonitis demands the attention of the surgeon 
much more frequently than does tuberculosis of the female gen- 
erative organs, tuberculosis of the Fallopian tube occuring in 
only 30 to 40 per cent of the cases of tuberculous peritonitis. 
Much has been written on the subject during the last decade, 
and every writer has some pet theories to advance regarding the 
cause of benefit from inoperative procedure. Tuberculous _ peri- 
tonitis occurs at all ages and in both sexes, but is most frequent 
between the ages of 20 and 30, and more frequent in females than 
in males. 

Cordier finds the greater number of cases among females; 
also finds large percentage of chronic tubal inflammation tubercul- 
ous, but rarely finds extension of tuberculous process to the per- 
itoneum at the time of the operation. He suggests that the 
peritoneum may have a greater resisting power, due to pelvic in- 
flammation resulting from the tuberculous process existing in the 
tubes. 

Osler’s statistics (both sexes included), show greatest fre- 
quency between 20 and 30 years, and next between 10 and 20 
years of age. Cases reported operated on indicate a much greater 
frequency of the disease in females, while autopsy findings show 
a greater percentage in males. Osler in his series of 21 cases of 
autopsy 15 were males, while his statistics of operations showed 
the relation to be 131 females to 60 males. Possibly this is be- 
cause the female goes to the gynecologist or abdominal surgeon, 
who recognizes the condition and operates, while the man dies 
under the physician’s care and the surgeon is never consulted! 

The source of infection may be from the blood current, lym- 
phatics, tubes, or intestines. Tuberculous mesenteric glands no 
doubt are frequently the source of infection. Osler says, in chil- 
dren the infection appears to pass from the intestines; also in 
secondary infections complicating phthisis in adults. Secondary 
infection often follows tuberculous processes of the genito-urinary 
tract, especially of the prostate and seminal vesicles in the male. 
A predisposition is noticeable, as tuberculosis is often found in 
ovarian cysts, hernial sacs, cirrhosis of the liver, and following 
injuries to the abdomen. All indicating a disturbance in the cir- 
culation, which is probably a causative factor in the development 
of the bacilli. 

The classification of tuberculous peritonitis usually accepted 
is the one given by Aldebert and is based on the pathological con- 
ditions found. These are (1) ascitic, (2) fibrinous, and (3) ulcer- 
ating or caseating. Frequently a combination of two or all three 
are found. Parker Syms considers the different forms as but 
stages of the disease. In the ascitic, the fluid may be general in 
the free peritoneal cavity or it may be walled off, forming the 
so-called encysted variety, which is in reality a combination of 
the ascitic and fibrinous forms. The fibrinous bands, together 
with the coils of intestine, form the wall of the cyst. In the 
ascitic form gray granulations are studded more or less thickly 
over a greatly thickened and reddened peritoneum. The fluid may 
be clear, pale yellow, sero-sanguinous, or semi-purulent. 

In the fibrinous variety an abundance of fibrous tissue de- 
velops, covering the peritoneum and binding intestines and or- 
gans together with but a small amount or no ascites present. 
Large tuberculous nodules are usually found in this form. This 
stage is considered by some to be one toward spontaneous re- 
covery. 

In the ulcerating or caseating form the tubercles coalesce and 
degenerate, forming cheesy material. These foci uniting produce 
abscesses. The walls of the abscess are made up of bands of ad- 
hesions, intestines and abdominal organs. Rarely do we find 
either variety by itself, but usually a combination of the ascitic 
and fibrinous and caseating, or all three in different parts of the 
peritoneal cavity. The tubes or appendix may be the seat of 
the primary focus, and be found to be in the caseating stage; the 
organs in its proximity may be matted together by bands of ad- 
hesions, while more distant surfaces of the peritoneum may be 
studded with miliary tubercles, with a thickened, congested per- 
itoneum, and bathed by a serous exudate. 

In the ascitic form the diagnosis is to be made between tuber- 
— peritonitis, acute miliary carcinoma, and cirrhosis of the 

ver. 

The encysted form is liable to be mistaken for cyst of the ovary. 
In the fibrinous and caseating forms the intestines and omentum 
are often bound so firmly together as to make a distinct tumor. 
This tumor usually has tympanitic areas in it, due to the loops of 
bowel involved. However, often the omentum is rolled up in a 
firm mass above the umbilicus, lying transversely across the ab- 
— and may simulate cancer of some of the organs of this 
region. 

Increast temperature in the beginning of the disease often 


becomes subnormal in the chronic form. Pain, sometimes severe 
in this condition, is usually due to restricted gas in the bowel. 
The constriction by adhesions may go on to complete obstruction 
and cause death if not relieved by operation. 

Musser speaks of a tendency to diarrhea and considers this 
an important differential diagnostic point from carcinoma. 

Inflammation about the navel sometimes occurs and is an im- 
portant diagnostic feature when present. 

Pre-existing tuberculous conditions of other parts of the body 
should always be considered in deciding the form of peritonitis, 
as likewise a pleurisy or pericarditis developing subsequently to 
the peritonitis. The acute form, developing often as an appendi- 
citis, soon taking on the symptoms of a general peritonitis, is the 
hardest to diagnosticate and the least amenable to any form of 
treatment. 

In the management of tuberculous peritonitis laparotomy is 
now generally considered to be the proper treatment, yet there 
are some who claim as good results from non-operative treatment. 
Greig Smith, in his work on Abdominal Surgery, reports 50 per 
cent of his cases well and apparently cured two to ten years 
after operation. He also quotes Hawkins, who questions the suc- 
cess resulting from laparotomy, giving the results of a hundred 
eases treated medicinally in the St. Thomas Hospital. Of these, 
59 recovered and 41 died. The more recent statistics give better 
results from surgical procedure. Professor Duplay gives 75 per 
cent of cures in the ascitic form, 70 per cent in the fibrinous, and 
65 per cent in the ulcerative or fibrocaseous. Durando Durante 
reports three cases in children benefited, one of which was cured 
by massage, and considers it a valuable adjunct to other forms of 
treatment. The massage benefits nutrition, facilitates the absorp- 
tion of ascitic fluid, and stimulates the bowels. 

Surgical treatment at first was accidental. The encysted 
form, mistaken for ovarian cysts, was operated upon and the 
cures reported. Since then various causes have been assigned 
for the cure of the condition, each surgeon having a special tech- 
nic of his own that gives best results, but the only constant and 
apparently prerequisite procedure of success was laparotomy. 
During the period of antiseptic surgery the various antiseptics 
were considered essential; even now many of our operators regard 
it necessary to use saline solution, boric acid solution, or iodoform 
in some form. It would seem from Hildebrandt’s experiments 
that if any benefit was derived from the above procedure it was 
probably due to the more thoro manipulation, and then contact 
with air is preferable to solutions of any kind. 

The removal of the ascites, while apparently one factor neces- 
sary in the technic, is not sufficient alone, as demonstrated by as- 
piration. Nor is continuous drainage after laparotomy essential 
in all forms, as many recover, and more rapidly, if the abdomen 
is closed at the time of operation. It is claimed by som : that the 
benefit derived is due to the introduction of other bacteria at 
the time of operation, forming a toxalbumin destructive to tuber- 
cle bacilli. This is‘undoubtedly erroneous as introduced bacteria 
are as carefully eliminated in laparotomies for tuberculosis as for 
other conditions. 

Traumatism giving rise to acute fibrinous peritonitis is con- 
sidered by some as the curative agent. Others think the cure is 
brought about by the increast phagocytotic action due to the local 
leucocytosis produced by the operation and manipulation. Cordier 
believes an antitoxin is formed by the peritoneum, and that the 
operation stimulates this action. As proof of this he compares 
the benefit produced by laparotomy to that secured in tuberculous 
pleurisy. 

The introduction of air and sunlight is supposed by many to 
be the all important factor, but if so, why should it not produce 
like results on other serous membranes, such as the pleura and 
joint surfaces? 

It might be well to consider briefly Hildebrandt’s experimen- 
tation on animals. He finds that celiotomies on healthy animals 
are followed by a temporary arterial hyperemia most pronounced 
in the serous sheath of the small intestine. This is followed by 
a venous hyperemia lasting from four to seven days. The venous 
hyperemia lasts much longer in tuberculous peritonitis. If the 
air coming in contact with the peritoneum is warm, the hyperemia 
is less markt, and if done under water so as to exclude the air, 
it is very slight. Hildebrandt concludes from his experimentation 
that operation in the early stage is useless, and accounts for it by 
the virulence of the culture, taken at this time. Later there is a 
tendency toward spontaneous cure and the best time to operate is 
when the tuberculous process is well developt, but before the ani- 
mal has begun to emaciate. The amount of improvement from 
abdominal section seems to vary with the amount of venous hy- 
peremia produced by the operation. Laparotomies performed 
when the air is excluded (as under water), are far less beneficial, 
altho recovery from the effects of the operation is much more 
rapid. 
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Hildebrandt’s conclusion as to the cause of benefit from 
operation seems more rational than any other theory advanced. 

As to technic of the operation, it would seem advisable to 
expose the peritoneum to the air as thoroly as possible to produce 
hyperemia. This is most readily produced in the ascitic form by 
sponging with dry gauze pads. In the fibrinous or ulcerating 
varieties great caution must be exercised in breaking up adhesions 
not to injure the wall of the intestines on account of the danger 
of perforation in this condition. In the ascitic form immediate 
closure of the abdomen is generally considered advisable, while in 
the ulcerating or caseating form Greig Smith and others advise 
emptying the various foci or abscesses and draining each pocket 
with gauze. If the primary infection was in a tube or an ap- 
pendix it is advisable to remove it, as likewise all other foci 
readily extirpated without too much rough manipulation. While 
drainage in this form may increase the ‘danger of intestinal per- 
foration (due to pressure necrosis), yet it is quite essential should 
perforation occur later from other causes. The immediate danger 
from the operation is very slight. Sepsis is much less apt to oc- 
cur than in laparotomies for other conditions. 

In conclusion, operation is urged in all cases, unless it is in 
the very acute or those complicated with grave conditions in other 
organs. The presence of phthisis pulmonalis in the early stage 
should be an indication for, rather than against, operation, since 
the benefit to the general health from the improvement or cure of 
the peritonitis may produce a quiescence to the pulmonary condi- 
tion. 


THE TREATMENT OF CERTAIN GYNECOLOGICAL PA- 
TIENTS WITH PEPTOMANGAN. 


BY SAMUEL WOLFF, A. M., M. D., PHILADELPHIA, PA. 


Physician to Philadelphia Hospital; Neurologist to Samaritan Hospital, 
Philadelphia, Pa. 


There may still be some doubt whether manganese is a nor- 
mal constant constituent of the human blood or of any of the 
tissues of the body. It may not have been positively determined 
whether iron, when given in an inorganic compound or in pure 
metallic form, is absorbed by the mucous membrane of the stom- 
ach or intestinal canal, or whether it accomplishes its curative 
work by some occult process of stimulation of that membrane, by 
virtue of which it takes up with greater readiness the nutritive 
portions of food substances which are presented to it at the same 
time; or whether it plays a chemical role in changing the con- 
tents of the alimentary canal, so that what eventually passes into 
the circulation is more fitted to maintain high standards of nutri- 
tion or will prove less deleterious to the processes of life. 

Even when we have combinations which, whether obtained 
synthetically or analytically, resemble the forms in which this 
metal is found in the blood, our assurance is by no means perfect 
that they can pass the portals of the circulation, the absorbent 
organs of the alimentary tract, without great risk of change from 
their original forms, in their contact with the substances and 
tissues to which they are exposed. 

All these are still questions, on some of which the evidence is 
sufficiently positive to leave but little doubt, while on others there 
are so many theories that we are left to choose what may best 
suit the results of our own observations, if not, indeed, our caprice 
or fancy. 

To the chemist and therapeutist these are certainly interest- 
ing and practical questions. To the physiologist and pathologist 
still others of equal importance arise. What are the different 
steps in the process by which an atom of iron, in either a food or 
drug, becomes ultimately an ingredient of the hemoglobin of a cor- 
puscle, and what have been the dynamic processes with which it 
has associated itself up to this point? Again, what is its final 
destination and disposal? With what materials has it been com- 
bined, and what forces has it generated and modified by the time 
it has finisht its course? What accounts for its disappearance un- 
der certain abnormal conditions, and why does the train of symp- 
toms which we witness arise under these circumstances? 

Again, there are facts, theories, hypotheses and speculations 
which we are bound to consider, and, in the light of our own 
reason and judgment, to determine for practical purposes. 

But while we are thankful for ali the light that can be shed 
on these problems, and, as members of a cultured profession, are 
impelled to continue their investigations, yet to the clinician their 
solution is really not essential, by reason of certain things we 
have learned by experience. Whether his path be flooded with 
the brightness of midday or shrouded in Egyptian darkness, he 
must still walk on in it. When, in the records of professional 
literature or in the acquirements of his own personal experience, 


certain means have associated themselves with consequent legiti- 
mate ends, it is his plain duty to adapt the one to the other. And, 
again, where the means have been to a degree inadequate, on the 
introduction of what appeals to his reason as of a higher probable 
power, he must determine the claim. The clinician must not al- 
low himself to be diverted too far into the by-paths of knowledge, 
lest he become timorous and undecided. The locomotive engineer, 
who knows the management of his engine in such a way as to 
start it, regulate its speed and stop it, so that he will constantly 
carry his train to its destination on time and without accident, and 
with the accomplishment of all that is expected of him at the 
termini and at the way-stations, is but little the better for possess- 
ing a complete knowledge of the country thru which he travels; 
of the industries of the towns at which he stops; even of the 
mechanical and physical forces which rule the movements of his 
engine; or of the mathematical rules which govern the construc- 
tion of the road. And so it is in therapeutics! 

My observations with peptomangan, introduced to the profes- 
sion by Dr. Gude, a chemist, of Leipzig, are such as can be easily 
confirmed by any physician, since they were all made in private 
practice, and rest on bedside and office notes. I have used the 
preparation to a considerable extent ever since it was first brought 
to my notice, which I think was about two years ago. Owing to 
some specially good results obtained, I was led to the series of re- 
corded observations on which this paper is based. They extend 
over four months of time, and embrace about fifty cases. 

As a rule, I followed the directions issued by the manufac- 
turers in its administration, giving to an adult a tablespoonful 
dose and to younger subjects a proportionate amount. Milk 
seemed to be the best vehicle, and immediately before or after 
meals a convenient time. In its relation to food, however, I do 
not think we need exercise any special care as to its administra- 
tion. There were but few cases in which I found any disturb- 
ance of the digestive functions by these doses, but in several there 
was considerable constipation induced, and in one or two some 
diarrhea, as the apparent result of the drug. While my experi- 
ments in this direction have not gone far enough to beget firm 
convictions, I am of the opinion that in the main equally good 
results could be achieved by a smaller average dose, and in this 
way the small number of untoward results might probably be 
still further diminisht. 

In one series of twenty-three cases the patients were all mar- 
ried women, ranging from the ages of twenty-two to seventy, 
who were more or less anemic from various causes, but particu- 
larly from those peculiar to their sex. In all but five the results 
were decidedly satisfactory, and of these one failed to report the 
second time, so that the result is not known. The other four 
were cases of advanced organic disease, in which no therapeutic 
procedure could have given decided results. In nine of the twen- 
ty-three cases the results might be classt as brilliant. In all of 
the others I am convinced that no other preparation of iron could 
have done more. The condenst details of a few illustrative cases 
from this series follow. 

CASE I.—A woman of 65, during several years, had oc- 
easionally applied for relief from vertigo, frequent attacks of pal- 
pitation and general weakness and nervousness. She also had 
frequent long-continued attacks of diarrhea and some gouty mani- 
festation in the joints. In November I found her very decidedly 
prostrated and anemic. She took the peptomangan in connection 
with a carefully regulated diet (chiefly albuminous) for six weeks, 
and gained steadily in strength and weight. At the end of that 
time her symptoms had entirely disappeared, and she claimed to 
be in better condition than at any time during the previous two 
years. 

CASE II.—A woman of 25, of highly nervous temperament, 
cultured and refined, had passt thru her first confinement in May, 
the labor being a very difficult one, and resulting in a still-birth. 
She grieved very much, and, tho fighting bravely against her de- 
pression of spirits, by autumn she became very neurasthenic and 
anemic. She had morbid fears, frequent flushes and some menor- 
rhagia. She was put to bed and given peptomangan and strych- 
nine sulphate in gr. 1-30 doses thrice daily, and recovered rapidly. 
She again became pregnant and is perfectly well. 

CASH III.—A mother of three children, aged 32, the youngest 
ten years of age, who has during the last year had some three 
or four attacks of menorrhagia, had gradually reacht a quite pro- 
found state of anemia in spite of plentiful administration of other 
forms of iron in the intervals of the menses. She was obstinate- 
ly persistent in refusing a uterine examination, and was therefore 
treated symptomatically only. My recent prescription of pepto- 
mangan has entirely dissipated her pallor and improved her gen- 
eral health. 


CASE IV.—A primipara, aged 22, was pale during pregnancy, 
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and at the end of her lying-in, tho she had not lost blood at all 
profusely, and claimed to feel we, was very pallid. After using 
the peptomangan for two weeks her color had been fully restored. 

Two young married women, both of whom had passt thru a 
confinement within a year, were anemic, and frequent suffer- 
ers from headaches, and considerably debilitated. Many physi- 
cians would have instituted “local treatments,” etc.; but that such 
was unnecessary is shown by the fact that both recovered 
promptly on the peptomangan. 

In that class of gynecological cases accompanied by symp- 
toms of profound neurasthenia the remedy may be tried with ex- 
pectation of equally brilliant results. 

Another series of my cases includes five girls approaching, or 
just beginning menstrual life—a period of great importance so 
far as concerns the future. All were anemic, and all responded 
satisfactorily to the use of peptomangan. 

Of this class, a girl of 17, who has always been pale, thin and 
puny, has only come under treatment within a month. She has 
never menstruated, and shows but little tendency to don the usual 
physical habiliments of the maiden. She is under size, but has 
since her early girlhood always had an aged look. Her appetite 
is very meagre and somewhat capricious. She suffers from pains 
in the legs, more especially the joints, and has a distinct systolic 
murmur. Under the peptomangan she seems disposed to gain in 
color and appetite, and the pains in the legs have somewhat di- 
minisht. I shall watch the outcome of this case with great in- 
terest, 

In submitting this report, I wish to summarize these conclu- 
sions: 

That peptomangan is a highly available preparation of iron, 
on account of its liquid form, pleasant taste, non-corrosive action 
on the teeth and unirritating effect on the digestive organs, ad- 
mitting thus of easy graduation of dose, easy administration to 
women and children and avoidance of unpleasant effects in all 
classes of patients. 

That it is an efficient and rapid restorer of the normal qual- 
ity of the blood, in all conditions where the state of the organism 
admits of this result by the administration of a chalybeate. 


PALLIATIVE TREATMENT OF CHRONIC PROSTATIC 
HYPERTROPHY.* 


BY JOHN C. SPENCER, M. D., SAN FRANCISCO, CAL, 


Chief of Genito-Urinary Clinic; Out-Patient Department in the Medical Depart- 
ment of the University of California. 


Not all patients affected by prostatic hypertrophy are fit sub- 
jects for prostatectomy, the Bottini operation or even simple 
cystotomy for drainage; others will not submit to any operative 
procedure. What can be done for these? There is much which 
can be accomplisht by palliative treatment—general, medicinal 
and mechanical. 

1. Under the head of general treatment may be included all that 
pertains to a maintenance of the best possible physical condition 
of the patient. Briefly, this means the avoidance of physical over- 
exertion or mental worry; of sudden changes in temperature, nota- 
bly exposure to sudden chill, whether local or general. Individ- 
uals with an enlarged gland and a relatively small amount of resi- 
dual urine, who may have had no unusual symptoms previously, 
may suddenly develop a partial or complete ischuria as a result 
of a wetting, or of even getting the feet wet. Further, gas- 
tronomic excesses of all kinds, likewise the use of alcohol or cer- 
tain articles of food, notably certain fruits and vegetables, (espe- 
cially muskmelons), are to be avoided. I have found by experi- 
ence that the melons seem to add an irritating quality to the 
urine, in addition to increasing its amount, and causing tempor- 
ary phosphaturia. Then, too, sexual excesses are to be put under 
the ban, because of the concomitant congestion of the gland. The 
bladder should never be allowed to become over-distended with 
urine. It were wiser for the individual to set an alarm clock at 
night, that he may be awakened at a period about four or five 
hours from the time of retirement, in order to empty his bladder. 

2. Under the head of medicinal treatment it may be said that 
there is no one remedy which seems to exert any especial influ- 
ence upon the size of the enlarged gland. As a placebo, both 
for the patient and for our own consciences, the iodides in some 
form may be given, or possibly ergot. 

3. Under the head of mechanical treatment there are com- 
paratively few resources of a strictly non-operative nature at our 
command. By way of introduction I may say my experience has 


“Abstract of a paper read before the San Francisco County Medical Society. 


been that men whose prostates are hypertrophied, but who have 
a very small amount of residual urine present, the bladder being 
clean, no treatment whatever is really required. They should be 
made to understand clearly all the possibilities, however, and 
hence maintain their health at the most uniform level. 


For another class, suffering from occasional ischuria, partial 
or complete, with 100 grams or more of residual urine, catheter- 
ization must be resorted to from once up to four or five times 
daily, according to the requirements of the case. Such a bladder 
must be kept well emptied to avoid fermentive changes and the 
deposit of phosphates and carbonates and possible calculus for- 
mation. 


My experience has been that a man of ordinary intelligence 
may be instructed in the few details requisite for the mainte- 
nance of cleanliness, so that the danger of infecting a clean blad- 
der may be avoided indefinitely. This would involve instruc- 
tions as to the minutest details; the washing of hands; the preser- 
vation of the catheter in a four per cent solution of boric acid; 
the avoidance of contact of the catheter with anything but the 
fingers and the urethra. From my friend, Dr. Chismore, I 
learned the little bit of wisdom that the ordinary red rubber 
catheter, boiled in a four per cent solution of boric acid and pre- 
served in the same when not in use, may be kept for a very long 
time. The surface retains its smoothness, and does not develop 
the minute cracks which tend to harbor possible sources of infec- 
tion. If, because of the tortuousness of the prostatic urethra, 
a stiffer instrument is required, then its preservation should be 
maintained in an atmosphere of formaldehyde gas. All these 
refinements of detail seem to make us a laughing-stock in the 
face of certain tough old customers, whose bladders have acquired 
such a degree of tolerance that the good, old-styled gum-elastic 
eatheter with the puncht eye and stilet is carried in the inside 
pocket and lubricated with saliva pro re nata! However, I think 
most of us would prefer to use a reasonable degree of cleanli- 
ness and not take chances on developing or discovering an indi- 
vidual naturally immune to the effects of bladder infection. 

It may be possible to effect a slight reduction in the size of 
the gland by judicious massage. My experience has been that 
by feeling one’s way, as to the degree of pressure tolerated, one 
may eventually come to use quite a firm pressure, thus promot- 
ing a quicker emptying of the veins of the gland, and favoring 
a more active metabolism of the gland parenchyma. If we 
have to deal with a gland in whose ducts and acini there is a 
catarrh added to the hypertrophy, my experience has been that 
vigorous massage is a decided advantage in most cases. In pa- 
tients in whom this latter condition exists, and in whom, for 
some reason, no operation is to be performed, I find that the ac- 
cumulation of altered prostatic secretion, in the form of a thick, 
gelatinous mucus, collects in the prostatic sinus, distending it 
and causing these patients ar unusual degree of local discomfort. 
This shows itself- by a tenesmus so urgent that frequently it is 
not possible for them to reach the urinal before there is a dis- 
charge of this thick, tenacious mucus on the clothing, with per- 
haps little or no urine. The feeling of irritation may or may 
not be relieved momentarily by this discharge. Such cases I 
have found to be greatly benefited by a periodical course of 
vigorous massage of the gland, thus forcing out thru the duct 
the overplus of altered secretion, and relieving the condition for 
a much longer time than as tho left to itself. Such patients 
are much depresst mentally, even when told that it is not semen 
which is thus passing off. The moral effect of the massage in 
such cases is no inconsiderable one, 

Another procedure which sometimes gives relief from the 
ischuria due to lateral encroachment of the gland on the urethral 
caliber, is a judicious dilatation of the vesical neck with an 
Oberlander-Kollmann dilator. With cocain or eucain, or other 
anesthetics, this may be carried with safety to a caliber of 44 
or 45 (French). The only accident, if it may be termed so, 
which might accompany such dilation, would be a slight divul- 
sion of the mucosa at the vesical neck. This in itself would be 
of little importance, unless by chance there might be a varicocity 
of the vessels at that point. Then one might expect a little 
bleeding. 

The majority of cases, however, come to us with infected 
bladders. There is more or less catarrh, with fermentation and 
the presence of phosphates and carbonates. This catarrh is 
prone to extend by continuity from the bladder mucosa to the 
mucosa of the prostatic urethra. Such patients are, as a rule, 
greatly distresst by the pain, and annoyed mentally and physical- 
ly by the frequent urination and tenesmus. Cleanliness is the 
keynote of the management of such cases. The bladder and 
prostatic urethra should be well irrigated with a four per cent 
solution of boric acid, or with Thiersch’s solution, in cases in 
which the infection is most pronounced, at least once, possibly 
twice a day, the patient being kept off his feet as much as pos- 
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sible. When the muco-pus is found to be considerably diminisht 
the condition may be greatly benefited by the instillation of an 
Ultzmann syringeful of silver nitrate solution from one-half per 
cent up to two per cent in strength, (or even a little stronger), ac- 
cording to the tolerance of the individual. The bowels should 
be kept in a liquid condition by the judicious administration of 
salines. The attempt should be made to assist the sterilization 
of the urine a tergo, by the use of salol or some other similar 
drug. If the urine remains persistently alkaline, it may be 
necessary to acidify it with benzoic acid. 

In the matter of irrigation; such a bladder should not be 
further irritated by overdistention or even by an unusual degree 
of distension. Not more than 150 grams of the irrigating fluid 
should be allowed to run in at one time. 

If tenesmus should become very distressing at any time, 
rather than fly immediately to opium, it would be preferable 
to resort to hot sitz-baths. Let the patient get into the water 
at a barely tolerable degree of heat, then much hotter water 
may be allowed to run in without discomfort. The effect is 
very soothing, and will sometimes relieve the patient for a rela- 
tively long period. Better than the sitz-bath, however, in my 
hands, has been the use of the rectal douche, with very hot wa- 
ter or normal salt solution. Since the introduction to the pro- 
fession of a certain form of glass irrigation tube of his own 
devising, by Chetwood, of New York, I have discarded the older 
and unsatisfactory forms, and used this one with the greatest 
satisfaction. I have the patient supply himself with such a 
tube, made with the exit perforations all directed anteriorly, 
thus directing the stream of hot water toward the gland and in- 
suring a ready return flow. The relief from the use of this 
form of rectal irrigation is sometimes remarkable. As a last re- 
sort some opium derivative, preferably codein, in the form of a 
suppository, may be used to give the patient relief. The intelli- 
gent patents, in whom symptoms accompanying the catarrh are 
not very urgent, may be instructed to watch their own condition, 
and attend to the toilet of their bladder personally, with occa- 
sional visits to the medical man’s office for inspection. Ignorant 
patients in the humbler walks of life should be confined in a 
hospital ward, where their condition may receive intelligent care 
and attention. 


WOMAN’S HOSPITAL REPORTS: AN ALMOST FATAL 
VAGINAL HEMORRHAGE. 


BY EMORY LANPHEAR, M. D., Pu. D., ST. LOUIS, MO. 


Chief Surgeon to the Woman’s Hospital of the State of Missouri; Gynecologist 
to St. Joseph’s Sanatorium. 


Mrs. T., age 40, was subjected to operation November 16, 
1901, for extensive vesico-vaginal fistula. The musoca of the 
bladder was dissected free from the vaginal surface for a distance 
of quite three-fourths of an inch on every side of the opening, and 
the two raw surfaces thus produced sewed together with cat gut 
in such way that the edges of the fistulous tract were turned into 
the bladder. Then the raw surfaces of the tissues behind the va- 
ginal mucosa were brought together with nine silver-wire sut- 
ures one-third of an inch apart, turning the vaginal edges of the 
old opening into the vagina, just as the vesical edges had been 
thrown into the bladder. At the end of ten days the sublimate 
gauze packing was removed from the vagina, and perfect union 
found; but as there might still be some danger from over-disten- 
sion without the support of the wire the sutures were surrounded 
by fresh gauze, to remain four or five days longer. 

November 30—just two weeks from date of operation—the 
patient was seized with such severe hemorrhage (during the 
night) that when discovered she had fainted from loss of blood 
and was in extreme collapse; pallid, pulseless and cold. She was 
taken to the operating room and the gauze removed from the 
vagina, together with immense quantities of clotted blood. It 
was then found that one of the wires had escaped from its pro- 
tecting envelop and had penetrated the vaginal artery! The 
“pumping” vessel was encircled with a catgut ligature, and 
bleeding promptly arrested. 

The wire sutures were removed and the vagina tightly packt 
again with gauze to sustain the bladder and help control bleed- 
ing, should the catgut be absorbed too soon. This packing was 


removed December 4, and a perfect result noted. 


That the vagina should have been punctured at the identical 
spot where the vaginal artery passt is a remarkable fact; that the 
woman was in the hands of a skilled nurse who controlled the 
hemorrhage temporarily by pressure on the vaginal packing, a 
fortunate incident, 


Dr. Robt. T. Morris, Professor of Surgery in the New York 
Post-Graduate Medical School, states that about half of all cases 
of diabetes mellitus occur as a result of traumatism of the head, 
and almost all of the others seem to follow injuries of the liver, 
kidney, pancreas, stomach or spleen. Cases of traumatic diabe- 
tes are apt to be associated with traumatic neuroses of various 
kinds, and the glycosuria, while transitory in a great many of the 
cases, may become permanent. In some cases polyuria exists 
after sugar has disappeared from the urine, and this seems to 
support the theory that the liver and kidney are suffering from 
functional neurosis emanating from a common sympathetic cen- 
ter and that disturbance of the kidney lasted longer than the dis- 
turbance of the liver; but Bailey has apparently shown that we 
cannot look to the semilunar ganglia as a center for the reflex 
disturbance. The surgeon is sometimes called upon to testify 
that diabetes has followed a trauma, and it has been discovered 
on several occasions that the patient was suffering from glycosu- 
ria previous to the time of his injury; consequently one has to be 
on guard in accident insurance cases, and it is not safe to testi- 
fy to the character of a so-called traumatic diabetes unless one 
knows the history of the patient in the matter of glycosuria pre- 
vious to the time of his injury. 


Goldstein, of St. Louis, says: Until some more efficient germ- 
icide in fluid or powder form can be found which will eventually 
destroy the life of the larvae and at the same time not be in- 
jurious to the tissues in which they are involved, we must rely 
on the application of the forceps or curet for their removal. 


McCalla reports (Journal of American Medical Association), 
a case in which, after cholecystotomy followed by fistula and ap- 
parent obstruction of the gall-duct from inflammation due to im- 
pacted stones which were removed, he waited until after the per- 
itoneal cavity was sufficiently isolated from the drainage wound 
and used hot water, temperature 130 F., at a pressure of several 
feet for some seconds to force an opening in the duct, with suc- 
cess. Later he carried the water pressure as high as twelve 
feet. The result was that the bile escaped thru the duct into 
the intestines, the drainage wound healed up, and the patient re- 
covered her health, 


An instance of resection of four feet of intestine is reported 
by Dr. Geo. D. Nutt, of Williamsport, in Pennsylvania Medical 
Journal of April, 1901. Late in the year 1896 he operated for 
strangulation of the bowel, removing about four inches, uniting 
the ends of the gut with a Murphy button and closing the wound 
by interrupted sutures, The woman was soon able to resume her 
ordinary duties, and for three years continued in good health. 
In April, 1899, she was again taken with violent abdominal pains, 
had no movement of the bowels for nearly a week and finally 
suffered from regurgitant vomiting. There was a large mass in 
the center of the abdomen, tender and semi-fluctuating. Again 
an operation was performed and a piece of gut measuring 48 
inches in length was removed. A Murphy button was inserted 
and a good recovery followed with no recurrence of the trouble. 


Medical Bulletin says that Ward has obtained the best re- 
sults in the treatment of suppurative middle-ear disease with 
formalin. The ear is thoroly cleansed, and if the pus is not 
discharging and is abundant an incision is made in the drum at 
the postero-inferior quadrant. After cleansing, an aqueous so- 
lution of formalin, 5 drops to the ounce, is instilled. As a cleans- 
ing solution, lysol, 15 to 30 drops in half a glass of warm water, 
is used with a soft-rubber pus-syringe. When the discharge no 
longer blocks the canal all syringing is stopt. In those cases not 
requiring syringing (and also ten minutes after syringing in those 
that do), the patient is directed to lie down on the opposite side, 
and 5 to 10 drops of the formalin solution; slightly warmed, is 
poured into the ear. The patient remains in this position to 
allow the fluid to penetrate and reach the tympanum. This is 
repeated night and morning. In acute cases 1 to 8 drops of 
formalin to the ounce is sufficient; in chronic and obstinate cases 
alsohol is added, as follows: 


Ward has treated forty cases by this method. In thirty-five 
cases the discharge ceast entirely in from three to fifteen days, 
the average being a week. There was improvement in the oth- 
er cases, tho no cessation of discharge, In two of them there 
was necrosis of bone, 
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ST. LOUIS, DECEMBER, 1901. 


EDITORIAL NOTES. 


The recent deplorable catastrophe by which thirteen children 
lost their lives by the use of impure antitoxin prepared under the 
auspices of the St. Louis Board of Health calls for more than 
mere mention of the occurrence. The Coroner has completed 
an investigation, and reported that the deaths were due to te- 
tanus, produced by the use of diphtheria antitoxin drawn from 
a horse affected with tetanus, thru “the negligence of the Health 
Department.” This sweeping sort of condemnation has met the 
criticism of some individuals who, doubtless, are not aware of the 
fact that the Coroner could not go deeply enough into the secret 
workings of this department of the city government to determine 
positively who the guilty parties are; nor is it his duty. He can 
simply point out that there has been criminal negligence on the 
part of some of its employees, and then let the Grand Jury deter- 
mine who is at fault. 


That some one has been criminally negligent there can be no 
doubt. The report of the expert bacteriologists (Drs. Carl Fisch, 
B. Meade Bolton and BE. C. Walden), shows that serum drawn 
from a horse just a few hours before its death from tetanus 
was not only not destroyed, but was bottled under a date of 
weeks before, and distributed for use without the usual and nec- 
essary tests of inoculation of guinea pigs. The city bacteriolo- 
gist, Dr. A. N. Ravold—concerning whose ability and honesty 
there has been no question—thought he destroyed all of the toxic 
serum; but some was distributed without his knowledge—proba- 
bly by a janitor who was in the habit of bottling the serum! 


It is almost incredible that such an accident could be allow- 
ed to occur. All sera must of necessity be handled in the most 
careful manner, by experts accustomed to aseptic work, with 
the minimum possibility of contamination guaranteed. That an 
ignorant, or at least unskilled janitor, without the least concep- 
tion of cleanliness as understood by the surgeon and bacteriolo- 
gist, should be permitted to handle-serum which had not already 
been sealed by the hands of a scientist or one especially and care- 
fully trained for such work, is of itself an act of negligence on 
the part of either the city or the member of the Health Depart- 
ment in charge of the production and distribution of serum; or 
both. If the city has not provided funds for employing experts 
to do this work, it is financially responsible for losses, insofar as 
money can heal the wounds caused by death; if the skilled em- 
Ployees already engaged in the work did not have the time to pre- 
pare and properly handle the serum, they should be held respon- 
sible for not boldly refusing to furnish serum which they had 
not personally prepared, bottled and tested. There is and can 
be no excuse for allowing anyone but themselves to do this work; 
if the janitor, or other unskilled employee, without directions 
from his superiors, bottled this poisoned serum of his own vo- 
lition, and put on labels of an earlier date, he is responsible—to 
a certain degree—but not so much to be blamed as those who per- 
mitted such lax methods to exist. It is to be hoped that the 
investigating Committees appointed by the City Council and the 
Board of Health, may be able to place the blame on the guilty 
parties. The Grand Jury will probably do the rest. 


The doctors of the city themselves are in great measure to 
blame for the calamity. Instead of having parents go to the 
druggist and purchase antitoxin prepared by responsible firms, 
in order that a few dollars might be saved their patrons they sent 
them to the city Health Department to secure the free medi- 


cine. As a result, the employees of the Health Department 
were so overworkt that with their limited facilities they could 
not—even with the help of the janitor—keep up a supply equal 
to the demand. If the physicians had not been so willing that 
their patrons should get free antitoxin and had insisted upon 
the purchase of reliable goods, some of the deaths could have 
been prevented. This is one of the phases of the case to which 
sufficient attention has not been directed. Fortunately the man- 
ufacture of antitoxin by the city has been discontinued; so there 
is no longer the same danger ahead. 


The effect of the deaths from impure antitoxin has not been 
so bad upon the public mind in this instance as was to be 
anticipated. People generally have had such a comparatively 
clear understanding of the mode of preparation and the possible 
dangers from unskilled preparation and handling that they seem 
to appreciate the fact that with all necessary precautions the ter- 
rible accident need not have happened; and are willing to accept 
the assurance of their family doctors that there need be no fear 
of evil effects from the serum of responsible manufacturers. So 
the ultimate results on the administration of this class of drugs 
need not necessarily be bad. Indeed, it is probable that the 
effect will be the opposite; people who have not known of the re- 
markable diminution of the death-rate from diphtheria since the 
introduction of antitoxin will become interested in the matter 
and permit its use, 


With the submerged third, the horde of great unwasht mem- 
bers of our profession who delight in the pages of the Medical 
Brief, the effect will be nil—this class of doctors never did em- 
ploy antitoxin; if they did they were dangerous men to entrust 
such a remedy to, as they could not appreciate the absolute neces- 
sity for perfect asepsis in the use of serum, and it will be a good 
thing if they do not employ it again. It is, therefore, well that 
the Brief rejoices and warns its readers and admirers against 
the future use of so potent (and in their hands, dangerous), an 
agent. Its worthy editor builds better than he knows in urg- 
ing his readers nevermore to inject “horse medicine” into an 
outraged public! But with the educated, scientific physician the 
catastrophe will only stimulate to the selection of serum prop- 
erly prepared by honest firms. 


The Western Surgical and Gynecological Association will 
meet at the Great Northern Hotel, Chicago, December 18 and 19, 
with the following 

PROGRAM. 

An Old Shoulder Luxation, with Report of a Case; Illustrated—J. 
Rudis-Jicinsky, Cedar Rapids, Iowa. 

The Operative Relief of Impaired Function of the Elbow-Joint 
Due to Epiphyseal Displacement—G. G. Cottam, Rock Rap- 
ids, Iowa. 

Complete Dislocation of the Astragalus, with Presentation of a 
Case—Wm. Jepson, Sioux City, Iowa. 

Some Internal Injuries of Knee-Joint—M. L. Harris, Chicago. 

Treatment of Dislocation of Clavicle Thru Open Wound—J. E. 
Moore, Minneapolis, Minn. 

Etiological Factors in Production of Tumors—Geo. Halley, Kan- 
sas City, Mo. > 

A Consideration of the Different Surgical Procedures in the Re- 
moval of Fibro-myoma of the Uterus—Joseph Eastman, In- 
dianapolis, Ind. 

Myomectomy: Its Place in the Treatment of Fibro-myoma of the 
Uterus—O. Beverly Campbell, Chicago, Ill. 

Management of Fibro-myoma of the Uterus Complicated with 
Pregnancy—Miles F. Porter, Ft. Wayne, Ind. 

The Present Status of the Electrical Treatment of Fibro-myoma 
of Uterus—Franklin H. Martin, Chicago. 

Two Cases of Cysts of the Broad Ligament Complicated with 
Myxoma—Edw. Hornibrook, Cherokee, Iowa. 

Diffuse Sarcoma of Uterus—D. S. Fairchild, Clinton, Iowa. 

The Misleading Significance of Ovarian Pain—C. Lester Hall, 
Kansas City, Mo. 

The Use of the Gall-Bladder as a Suspensory Ligament for a 
Prolapst Liver—A. F. Jonas, Omaha, Neb. 

Heart Suture—B. Merrill Ricketts, Cincinnati, O. 

A Simple Method of Extension in Fracture of the Metacarpal 
Bones, and Oblique Fracture, Simple or Compound, of the 
Forearm—W. W. Grant, Denver, Colo. 

Some Observations Made in Europe—J. P. Lord, Omaha, Neb. 

A General Review of the Subject of Prostatectomy, with Special 
Reference to Total Extirpation of the Gland Thru a Median 
_—— in the Perineum—Alex. Hugh Ferguson, Chicago, 

' 


Symptoms, Signs, Diagnosis, Prognosis and Palliative Treatment 


4 
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of Enlarged Prostate; (a) Massage; (b) Aspiration; (c) Ca- 
theterization; (d) Dilatation, and (¢) Cystotomy—Lewis School- 
er, Des Moines, Lowa. 

The Etiology and Pathology of Prostatic Hypertrophy and Sup- 
rapubic Drainage as a Method of Treatment—A. C. Ber- 
nays, St. Louis, Mo. 

Suprapublic Prostatectomy—C. H. Mayo, Rochester, Minn. 

The Indications and Limitations of the Bottini Operation—Louis 
E. Schmidt, Chicago, Ill. 

The Operation of Selection in Retroversion of the Uterus—J. 
Clarence Webster, Chicago, Ill. 

Hemostasis of the Broad Ligament—Henry P. Newman, Chica- 
go, Ill. 

Septicemia; Its Treatment—J. W. Macdonald, Minneapolis. 

How Shall We Treat Sepsis Following Labor and Abortion?—W. 
O. Henry, Omaha, Neb. 

Non-malignant Neoplasms of the Larynx, with Report of Cases— 
J. B. Murphy, Chicago, Ill. 

Stricture of the Esophagus—B. B. Davis, Omaha, Neb. 

Intestinal Obstruction from Meckel’s Diverticulum, with Report 
of a Case—A. E. Halstead, Chicago, Ill. 

Personal Experience with Contused, Gunshot and Stab Wounds 
of the Abdomen—J. E, Summers, Jr., Omaha, Neb. 

Traumatic Perforation of Intestines Without Injury to Abdomi- 
nal Walls, with Exhibition of Specimen—R. Harvey Reed, 
Rock Springs, Wyo. 

The Immediate Effects of Intestinal Exposure—A. W. Abbott, 
Minneapolis, Minn, 

Case Reports—(a) Fibroma of the Abdominal Wall; (b) Double 
Vagina and Uterus—C. E. Ruth, Keokuk, Ia. 

Some Clinical and Pathological Phases of Stones in the Kidney— 
A. H. Cordier, Kansas City, Mo. 

Our Hospitals—H. D. Niles, Salt Lake City, Utah. 

Spina Bifida—Van Buren Knott, Sioux City, Iowa. 

Ruptured Tubal Pregnancy, with Complications; Report of a 
Case—E. C. Dudley, Chicago, Ill. 

New Operation for Wandering Kidney—E. W. Andrews, Chicago. 


The Cincinnati Post says of the medical men of its city, that 
which might well apply to every doctor of the civilized world, 
when it remarks: “When there is light, pure water, pure air and 
sanitary sewers in or connected with every school-house in Cin- 
cinnati, there will be less sickness—and less business for the doc- 
tors. The men who have indorst the Post’s investigation are 
working earnestly and honestly against their own financial wel- 
fare. Why? Because there isn’t one doctor in a thousand who 
isn’t laboring to a large extent for the good of humanity. They 
have ambition to be successful as a spur and also a desire to 
be of.use to the community. They do not work for money alone. 
The cry for universal cleanliness comes from the doctors. They 
are in favor of every idea, invention, thought or act that will 
prevent disease and suffering and add to the physical comfort of 
the people. There isn’t a practical move for the physical bet- 
terment of mankind that does not find them ready to co-operate 
and lead when able and strong leaders are needed. Above and 
beyond all that lies the fact that there is little selfishness in the 
medical profession. The physicians of Cincinnati, as a body and 
individually, are working for the health of the people, and it is 
in many instances a labor of love. 


The case of Dr. W. H. Mayfield versus the St. Louis Medical 
Society, has been decided by the Court of Appeals in favor of 
the society. Dr. Mayfield was accused of violating the Code of 
Ethics—by injudicious advertising to the public, ete —and a com- 
mittee was appointed to investigate the charges. After due de- 
liberation this committee reported to the society that the accused 
was guilty of unprofessional conduct, and advised his expulsion. 
Dr. Mayfield refused to make any defense before this committee, 
and, upon its reporting, protested against action upon its conclu- 
sions and advice; claiming that he had the right to a trial before 
the entire society in open session; with an attorney to advise him. 
The society expelled him in accordance with the recommendation 
of the committee, refusing Dr. Mayfield’s demands. He there- 
upon sued for reinstatement. The lower court sustained the sol- 
ciety in its action of expulsion, and now the appellate court has 
sustained that decision. This settles the matter as far as the 
society is concerned. But Dr. Mayfield still has recourse to an 
application for a “receiver’—the society being an incorporated 
body, with considerable property, to his share of which the ex- 
pelled member has a claim. He may also, if he so elects, sue for 
damages, because of the loss of business dependent upon his ex- 
pulsion; but would probably be beaten in the latter suit. The 
litigation is probably ended, however, and after many years the 
St. Louis Medical Society has establisht the fact that it possesses 
the right to expe] its members for violation of its rules. 


No one better than a doctor appreciates what environment 
can do for eithter the dwarfing or development of an individual 
of the human species. In discussing some phases of the social 
evil, Dr. T. C. Minor quotes the following beautiful poem in a late 
number of the Cincinnati Lancet-Clinic: 


A lily grew in a garden, far 
From the dust of the city street. 
It had no dream that the universe 
Held aught less pure and sweet 
Than its virgin self—so chaste was it 
So perfect its retreat. 


When night came down, the lily lookt 
In the face of the stars and smiled; 

Then went to sleep—the sleep of death— 
As the soul of a little child 

Goes back to the clasp of the Father soul 
Untoucht and undefiled. 


A lily bloomed on the highway, close 
To the tread of the busy throng; 

It bore the gaze of a hundred eyes 
Where burned the flame of wrong, 

And one came by who tore its heart 
With a ruthless hand and strong. 


It caught no glimpse of a garden fair, 
It knew no other name 

For a world that used and bruised it so 
Than a world of sin and shame; 

And hopeless, crusht, its spirit passt 
As the evening shadows came. 


Now, who can say but the sheltered one 
A sullied flower had been, 

Had its home been out on the highway close 
To the path of shame and sin; 

And the other forever angel white 
Had it blossomed safe within? 


As a rule, doctors have an exaggerated idea of the amount 
of charity work they actually do, unless actively connected with 
some free dispensary for the poor. Then they often underesti- 
mate the good they do in the world. An excellent illustrative 
story is told by Doctor’s Magazine: Twenty years ago a discour- 
aged young doctor in one of our large cities was visited by his 
old father, who came up from a rural district to look after his 
boy. “Well, son,” said the old man, “how are you getting 
along?” “I’m not getting getting along at all,” was the dis- 
heartened answer.” “I’m not doing a thing.” The old man’s 
countenance fell, but he spoke of courage and patience, and per- 
severance. Later in the day he went with his son to the “Free 
Dispensary,” where the young doctor had an unsalaried position, 
and where he spent an hour or more every day. The father sat 
by, a silent but intensely interested spectator, while twenty-five 
or more poor unfortunates received help. The doctor forgot his 
visitor, while he bent his skilled energies to this task; but hardly 
had the door closed on the last patient when the old man burst 
forth: “I thought you told me that you were not doing anything,” 
he thundered. “Not doing anything! Why, if I had helped twen- 
ty-five people in one morning, I would thank God that my life 
counted for something.” “There isn’t any money in it tho,” 
explained the son, somewhat abasht at his companion’s vehe- 
mence. “Money!” the old man shouted, still scornfully. ‘Money! 
What is money in comparison with being of use to your fellow- 
men? Never mind about money; you go right along at this work 
every day. I'll go back to the farm, and gladly earn money 
enough to support you as long as I live—yes, and sleep sound ev- 
ery night with the thought that I have helpt you to help your 
fellow-men.”—And there IS a world of comfort in the thought 
that we have helpt our fellow men, regardless of compensation. 
Money isn’t everything. 


Dr. Paul F. Eve, Professor of Surgery in the University of 
Tennessee, of Nashville, in Journal of American Medical Associa- 
tion, advocates operation for spina bifida and reports a case of a 
child aged three months with a rapidly developing tumor in which 
the pedicle was small and which was operated upon. ‘The out- 
lines of the operation are as follows: After incising and dissecting 
back the skin the sac is tapt and incised so as to leave two 
flaps, one longer than the other, being careful to avoid any nerves 
which may be adherent to the sac. The flaps are closely sutur- 
ed so that leakage will not occur and the operation completed 
by suturing the skin without drainage, 
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SURGICAL NOTES. 


A case of cancrum oris perfectly cured by excision and the 
use of the thermo-cautery is recorded in Annals of Surgery 
(August, 1901), by Dr. Z. C. Cressy. ‘The child was a girl of 
seven years, who was convalescing from an attack of measles. 
A small sloughy spot appeared on the gum behind the right up- 
per canine tooth. Five days later the face was much swollen 
and it was evident that cancrum oris was spreading to the con- 
tiguous surfaces of the gum and cheek, with a large gangrenous 
mass in the center surrounded by an extensive angry looking in- 
durated area. An incision was made thru the upper lip and 
cheek nearly to the zygoma, the knife passing thru the sloughing 
mass. Two teeth which were surrounded by infected tissue 
were removed. ‘The cautery was freely applied and finally the 
edges of the incision were drawn together, with sutures. The 
mouth was irrigated with boric acid solution every two hours, 
and healing by first intention resulted. The child has now only 
a linear scar across the cheek. 


Furunculosis of the external auditory meatus is sometimes 
one of the most persistent and aggravating conditions with 
which the surgeon has to deal. Probably the best treatment 
consists of early incision, and the application of an ointment 
which Dr. Barr recommends, and which experience has shown 
to be of value: Iodoform 4 grains; menthol, 2 grains; vaseline, 1 
drachm, smeared on cotton plugs, and introduced into the canal 
of the ear twice or thrice daily. Gruber’s gelatine bougies con- 
taining morphine are also of service, more especially in the earlier 
part of the illness, or if the patient will not allow the boil to be 
incised. Ointments and instillations recommended to be ap- 
plied locally are numerous, but the main purpose of them all 
depends on their antiseptic properties. Poultices generally do 
harm by producing a sodden condition of the tissues, which fa- 
vors microbie proliferation. If, however, the furuncle is not a 
primary condition, but occurs associated with some other lesion 
—suppurative middle-ear mischief, eczema of the canal, or plugs 
of cerumen—these conditions demand appropriate treatment. But 
on the other hand, in furuncle associated with purulent otitis 
media one is occasionally surprised to note how quickly the mid- 
dle-ear discharge dries up after the inflammatory condition in 
the outer canal has been remedied. The constitutional treat- 
ment of this affection is of prime importance, and more espec- 
ially where there is a tendency for the boils to recur in crops. 
In such cases the dietary must be carefully regulated—starchy 
and saccharine foods should be withdrawn. Each individual 
patient should be treated according to his requirements. Ton- 
ics and aperients may be necessary. The aim in view should 
be a plain, wholesome, nourishing diet, and plenty of out-door 
exercise. In emphasizing the necessity for supervising the die- 
tary in this complaint Sir William Dalby (Diseases of the Ear) 
relates the case of a strong athletic young man, who for three 
years had never been one week quite free from a boil in either 
ear. In this instance the pditient had been in the habit of tak- 
ing a pint of beer daily. This was withdrawn and a little claret 
substituted, with the happiest result. The tendency of bro- 
mides and iodides to produce a pustular eruption must be borne 
in mind. Alum and nitrate of silver applied locally are also 
said to favor their development. ‘There is another class where, 
in addition to the extreme pain, dullness of hearing, and other 
symptoms, there is markt swelling over the mastoid, which is 
confusing, and may lead to errors in diagnosis. The error is 
pardonable. The severity of pain in the ear and head, the dull- 
ness of hearing, the tinnitus, the giddiness, the constitutional 
disturbance, feverishness, with the presence of a scanty dis- 
charge from the ear and swelling over the mastoid, give a clinical 
picture which is alarming, and strongly suggestive of mastoid 
mischief. Were it not that a local examination of the external 
auditory canal shows the local furuncle to be the cause of the 
whole trouble, it is hardly conceivable that such local and con- 
stitutional disturbance could arise from anything less serious 
than mastoid disease. 


Watten, says Medical Age, has lately reported the case of a 
man twenty-three years old, who came to the hospital three and 
a half hours after having received a stab wound in the fourth 
right intercostal space near the sternum. The temporary dress- 
ings were removed, revealing two stitches holding the edges of 
the superficial wound together, and a strip of gauze in its upper 
angle. During respiration air rusht in and out of the thoracic 
cavity with a gurgle, while coughing caused blood to spurt forth. 
A finger was introduced and an opening found in the pericardium, 
thru which a wound of the heart muscle could be felt. After the 


examination the respiration and heart’s action were accelerated 
and more irregular. Notwithstanding the circumstances he de- 
cided to operate, and to go in from the right side without resec- 
tion of the sternum. He had to cut the fourth, third and sec- 
ond rib close to the sternum. The pericardial wound could 
be seen and was lengthened so that the cardiac wound came into 
view, the latter was about an inch long, and was gaping and 
closing with each heart-beat. The action of the heart made it 
almost impossible to introduce sutures, until with two fingers of 
the left hand the operator held the organ against the sternum. 
three silk sutures were then taken, and then the pericadium 
cleaned and sutured. Five weeks after the operation the patient 
was discharged cured. He returned to his trade, that of weav- 
ing; two weeks later his pulse was regular, and he could do hard 
manual labor. The author states he could find only twelve cases 
where such an operation had been performed, of which five were 
successful. 


The condition of strangulated hernia, says Pfister, (Journal 
of American Medical Association), is entirely within the scope of 
those conditions which the general practitioner can treat, and 
no more than a fair modern surgical education is required. No 
rarely used instruments are needed, and it is so frequent that 
every physician should inform himself on the technic of the op- 
eration, and, with the simple procedures, have successful results 
in the vast majority of cases. Pfister goes at length into the 
description of the operation for hernia, and says in conculsion that 
there are many conditions, such as advanced age, where a well- 
adapted truss- will suffice, and therefore not all cases of hernia, 
aside from severe strangulation, should be operated upon, 


Medical Age gives a synopsis of a report of two remarkable 
herniotomies, by Mensel. The first was a man seventy-two 
years of age, with an irreducible rupture which in five days 
became incarcerated. After opening the sac and replacing most 
of the intestine, a loop remained, compresst by a tumor a little 
larger than a silver dollar, belonging to the mesentery. The 
tumor, which subsequent examination showed to be carcinoma- 
tous, had grown from the mesentery on to the intestine without 
lessening the lumen. A portion of the small intestine was re- 
sected, together with part of the mesentery. The patient re- 
covered in three weeks. The second patient, a four-year-old 
boy, had had a hernia for three years, which was held in place 
by a truss. He was brought for a radical operation, but upon 
opening the sac there was found a mass of matted intestines cov- 
ered with tubercles. Other loops brought out for examination 
were likewise covered, so that owing to the general tubercular 
peritonitis the operator ceast. A fecal fistula formed, and sev- 
eral weeks afterward it was decided to try to close it, when to 
the astonishment of all present all trace of the tubercles had dis- 
appeared; so the mass of intestines was resected and an end-to- 
end anastomosis made, and the wound closed. Entire recovery 
followed. 


Wharton (Annals of Surgery July, 1901), gives the results of 
a study of seventy cases of wounds of the great venous sinuses 
of the brain, collected from various sources. Of these cases, 
five came under this surgeon’s personal observation, and he was 
thus led to investigate this class of injuries with special reference 
to their frequency and mortality, and to the determination of the 
method of treatment which had been employed, with the most 
satisfactory results. The results of this study are summed up 
in the following conclusions: (1) Wounds of the venous sinuses 
of the brain should be classed as dangerous injuries, being fol- 
lowed by high mortality from external or intracranial hemorrhage 
or septic infection; (2) they are specially liable to infection re- 
sulting from septic thrombus and pyemia, therefore the greatest 
care should be taken to render them aseptic and to maintain 
them in that condition; (8) the most satisfactory and generally 
available method of treatment consists in controlling the bleeding 
by aseptic gauze packing; (4) ligation of the venous sinuses pre- 
sents definite dangers in itself, is only available in certain wounds 
where a free exposure of the injured sinus is possible, and can- 
not be employed with advantage in ordinary accidental wounds 
of a sinus is less difficult and dangerous than ligation of the sinus 
but is applicable only to small wounds; (6) suture of sinus 
wounds is a valuable procedure in a certain class of cases, name- 
ly, small wounds which can be freely exposed; (7) forceps pres- 
sure is also a ready method of controlling hemorrhage from 
wounds of the sinuses, but possesses no distinct advantage over 
some of the other methods, and its employment is not free from 
danger. 
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GYNECOLOGICAL NOTES. 


Phantom tumors must always be remembered in making a 
diagnosis of any abdominal enlargement, especially in females. 
They sometimes deceive even the most experienced surgecns. 
Thus Medical Bulletin recounts a case in the practice of Lemaitre. 
The patient was a 13-year-old girl who, when driving cows, was 
squeezed against a tree, receiving injuries in the epigastric re- 
gion. She was rendered unconscious. From that time she 
complained of pain in the epigastrium, and at the end of three 
months a “tumor” appeared in that situation. Different methods 
of treatment instituted were without result, and the patient was 
brought to the surgeon. There was a tumor the size of a child’s 
head, raising the xiphoid appendix; dull above and tympanitic 
below. The digestion of solid food was impossible. ‘The doc- 
tor thought of a traumatic or hydatid cyst, and decided to oper- 
ate. The patient was placed under chloroform and the tumor 
disappeared. It was then supposed that the swelling might be 
a pediculated cyst which had slipt down into the abdominal 
cavity. The abdomen was opened and nothing abnormal was 
found. The tumor was purely gaseous, originating within the 
bowel, and had attained sufficient size to raise the liver. The 
active factors in cases of the kind are the unstriped muscular fi- 
bers of the intestine, which contract at the two extremities of a 
segment of the gut and inclose the gas. The quantity of the lat- 
ter is all the more considerable in that there is usually pre-exis- 
tent digestive trouble and that the subject is hysterical. Con- 
traction of muscles of the abdomen may also assist in producing 
the tumors in question. 


The author of the column of “Surgical Hints” in the Interna- 
tional Jurnal of Surgery says that in most cases of vaginismus, 
if the surgeon looks carefully he will find some lesion of the mu- 
cous membrane which seems to bear a causative relation to the 
existence of the trouble. It is either red and erythematous, or 
there are little fissures or tears, or protruding spots made by 
inflamed papillae. Forced dilatation of the vagina with local 
treatment for the lesions will give the best results. 

Dr. Edward McGuire, of Richmond, (Virginia Medical Semi- 
Monthly), remarks that uterine retro-displacements may be treat- 
ed in two ways; (1) by mechanical means, and (2) by surgical 
operation. The method of the reposition of the uterus will de- 
pend on the complications present. If there are adhesions, mas- 
sage should be employed. The sound and repositor are both 
dangerous instruments, except in the most skillful hands. Af- 
ter replacement, the uterus may be retained by a well-fitting 
pessary—the Hodge, Smith, or Emmet will serve all purposes. 
where any kind of supporter is justifiable. A pessary is con- 
traindicated in markt inflammation of the uterus and appendag- 
es, and when the uterus is held out of position by adhesions and 
cicatricial bands. The operations preferred by the writer are 
suspensio uteri and shortening of the round ligaments, generally 
the Alexander. The mortality should be nil, or almost so in 
either, but there is less risk in the Alexander. The operation of 
suspensio uteri has the great advantage of permitting inspec- 
tion of the condition of the peritoneal cavity. It is preferable 
when there is a decided prolapse, for it lifts the uterus on a 
higher level than Alexander’s, and thereby fulfils a most im- 
portant indication. In the occurrence of pregnancy a very small 
per cent of cases has been followed by abortions or difficult 
labor, which may endanger the woman’s life. 


Siredy (American Practitioner and News), calls attention to 
cases of metorrhagia in young girls in whom no local cause can 
be discovered to account for the phenomenon. ‘The writer be- 
lieves that while heredity may play some part, the natural ten- 
dency is aided by over-exertion, especially by horseback riding, 
cycling dancing, etc., which stimulate the pelvic circulation. As 
regards treatment, hot vaginal douches and tampons are rarely 
necessary, and should not be resorted to except in extreme cases. 
Prolonged hot rectal irrigation with the double-current tube is 
a useful means of local treatment. Absolute rest in bed thruout 
the entire period should be maintained. Long walks, dancing, the 
use of the bicycle and sewing machine, horseback riding, or long 
standing must be interdicted, and at other times should be per- 
mitted only in moderation. Careful attention to the general 
health, regulation of diet, and the overcoming of inherited defects 
are important adjuvants. Hydrotherapy, especially the cold 
douche, is a valuable means of diminishing pelvic congestion. 
Life in the country, with the absence of all exciting social ele- 
ments, is preferable. 


The necessity for removal of the entire female bladder must 
be exceedingly rare. Dr. Matthew D. Mann of Buffalo, (who op- 
erated upon President McKinley), says that the operation—cyst- 


ectomy—offers no serious difficulties to an experienced abdominal 
surgeon, and is a justifiable operation in certain cases of malig- 
nant disease of the bladder. He has had two cases, in both of 
which recovery occurred from the operation, and has collected 
fourteen other cases from the literature. The diagnosis of ma- 
lignant disease is made from the symptoms, the cystoscopic and 
urinary examination and palpation. Operative treatment in- 
cludes removal of the growth and its base, resection of a part 
of the bladder or cystectomy. The indications for total removal 
are multiple growths, recurrence after removal, extensive involv- 
ments of the base, and extension of carcinoma of the uterine 
cervix into the bladder. The ureters require no attention during 
the operation, as by the removal of a part of the anterior vaginal 
wall they will discharge into the vagina. If possible, the uteral 
orifices should be left intact; but this is rarely possible. The va- 
gina may be utilized as a receptacle for the urine, in which case 
there is much less danger of infection traveling to the kidneys, 
as often occurs in utero-intestinal anastomosis. In operating the 
Trendelenburg position must be used, the peritoneum over the 
bladder is cut, the bladder enucleated by the fingers, and the base, 
with anterior vaginal wall attacht, is removed. The uterus is 
then removed and the peritoneum closed over the floor of the 
pelvis. 


Watson, of Boston, maintains that abnormally loose kidney 
is not of minor importance, as contended by some recent writers, 
especially with women. While he admits that wandering kid- 
ney is often present in neurasthenic women, he strongly believes 
that in such cases it is often the direct cause, and not merely an 
accompaniment, of the neurasthenia. And further, he says, 
movable kidney sometimes results in much more serious conse- 
quences than the production of neurasthenic symptoms. These 
are (1) hydro- and pyo-nephrosis; (2) fixation in an abnormal po- 
sition of a previously movable kidney, and (8) in a few rare in- 
stances gangrene of the organ produced by the occlusion of its 
blood vessels brought about by the rotation of the kidney upon 
its horizontal axis. He does not accept the list of causes (relax- 
ation of the abdominal walls, sudden wasting of the perirenal 
fat tissue, increase in size and weight of the kidney, downward 
pressure by an enlarged liver, or a pleuritic effusion, or tight lac- 
ing) commonly given by writers on this subject, but says that 
the ptosis is often due to the destruction of certain structures 
normally holding the organ in position. These are the structures 
which form the attachments between the osterior and upper as- 
pect of the tunica propria, and the fascia covering the lumbar 
muscles, and the peritoneum covering the diaphragm, respective- 
ly aided by less essential ones connecting the anterior surface 
with the peritoneum overling it. 


That ovarian pregnancy is not very rare, and that many 
hematomas of the ovary found by abdominal section, are due to 
this condition, is the claim of Dr. N. Stone Scott, in an article in 
American Medicine of November 23. While it is true that a 
few hematomas—usually involving the entire ovary—depend up- 
on the twisting of the pedicle of the ovarian tumor, most fre- 
quently the hematoma is confined to one of the cysts, or located in 
a sessile tumor. Local disease of the arteries and general con- 
stitutional disease will account for some of these cases, but for 
the majority there is no satisfactory explanation. Scott be- 
lieves at least part of the hematomas are due to an ovarian im- 
pregnation with early death of the fetus. It is now proven 
that an ovarian pregnancy may occur, one:authentic case being 
that of van Tussenbroek, of Amsterdam, reported last year. 
Granted then that there is such a thing as ovarian pregnancy, 
why is its proven existence so rare? Scott believes that in many 
cases of ovarian conception the Graafian follicle is located su- 
perficially in the ovary immediately under the ampulla of the 
tube and eventually emerges into a tubo-ovarian pregnancy. He 
gives the report of a case examined by Professor Welch of Johns 
Hopkins Hospital, and concludes as follows: Hematomas of the 
ovary are comparatively common and we have no explanation of 
their occurrence. Ovarian pregnancy is a proven possibility. 
Continued development of the ovum in ovarian pregnancy causes 
changes in the organs and tissues such as to render the demon- 
stration of its ovarian origin impossible. The most natural con- 
sequence of the early death of the ovum in avorian pregnancy is 
its gradual transformation into an ovarian cystic tumor; added to 
this, retrograded changes obscure its origin; and a hematoma is 
the final result. 


Philadelphia gives an abstract of Patel’s paper on anuria 
thus: Lesions of the kidneys and ureters are common with ute- 
rine cancer. A ureter may be compresst by the tumor itself, or 
by metastases in the broad ligament or lymph-glands. The ure- 
ter is then found sclerotic at the seat of the compression, dilated 
above it, with thinner walls. In the kidneys, cysts, sclerosis, 
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degeneration, and atrophy are noted. Anuria results when 
poth ureters are compresst. This may occur simultaneously, or 
upon one side some time after the other. Patel reports a case 
of uterine cancer in a woman of 75, with metastases in the broad 
ligament and vagina. Metrorrhagia occurred, with uremia, To- 
tal anuria preceded death. The autopsy showed compression of 
the right ureter, hydronephrosis of the right kidney, slight com- 
pression of the left ureter, and atrophy of the left kidney. Anu- 
ria may be the first sign of uterine cancer; it may occur suddenly 
with uterine cancer; or it may come on gradually. Patel be- 
lieves the best treatment to be not ureterostomy, but nephrosto- 
my in the lumbar region. The kidney is split in the median line, 
longitudinally, and the pieces are sutured to the abdominal wall, 
about the lumbar incision. If both kidneys are hydronephrotic, 
nephrostomy is to be done preferably on the right side. If one 
kidney is palpable, catherization of the ureters may help to de- 
cide upon which kidney to operate. The operation is justified in 
all except very old, very weak patients. All symptoms improve 
after nephrostomy except the cachexia. 


LITERARY NOTES. 


The Interstate Medical Journal for November, 1901, comes in 
beautiful new type; with many additions to its editorial stair; 
and generally improved in appearance and contents. It thereby 
becomes one of the neatest as well as most interesting medical 
publications in the Mississippi Valley. 


With the December issue of the St. Louis Courier of Medi- 
cine, Dr. John Zahorsky becomes editor—assisted by a number 
of the younger and more ambitious doctors of the city. While the 
Courier has been very ably conducted by the retiring editor (Dr. 
Cc. E. Dudley), the prospects are that the present corps will make 
the journal even more valuable than heretofore. 


The Medical Council, of Philadelphia, has issued a very 
handy “Physician’s Pocket Account Book,’ designed by its tal- 
ented editor, Dr. J. J. Taylor. It is intended to fit the breast 
pocket of the coat of an average man: 4% by 8 inches; but to 
suit those who desire it, a smaller one is also made on the same 
plan. It contains 200 pages in finest paper, ruled to meet the 
requirements of a “legal account book”—one that will “stand” in 
a court of law. At the bottom of each account is a blank affi- 
davit, to be used when necessary. All “signs” and “hieroglyph- 
ics’ being done away with in this system, and all entries being 
made in proper form, this book will stand every legal test— 
which is not true of the usual visiting list. As it does away 
with all “posting” of accounts, and enables the holder to tell at a 
moment’s notice the amount of any bill, it will surely prove popu- 
lar with the average doctor who, above all other men, abhors 
book-keeping. The price, in neat leather case, is $1. 


Vol. II. A System of Physiologic Therapeutics. A  prac- 
tical exposition of the methods, other than drug-giving, use- 
ful in the prevention of disease and in the treatment of the sick. 
Edited by Solomon Solis Cohen, A. M., M. D., Professor of Medi- 
cine and Therapeutics in the Philadelphia Polyclinic; Lecturer on 
Clinical Medicine at Jefferson Medical College; Physician to the 
Philadelphia Hospital, ete. VOLUME II—CLIMATOLOGY, 
Health Resorts, Mineral Springs. By F. Parkes Weber, M. A., 
M. D., F. R. C. P., (London), Physician to the German Hospital, 
Dalston; Assistant Physician North London Hospital for Con- 
sumption, etc. With the Collaboration for America of Guy 
Hinsdale, A. M., M. D., Secretary of the American Climatological 
Association, ete. In two books. Book I,—Principles of Clima- 
totherapy—Ocean Voyages—Mediterranean, European and Brit- 
ish Health Resorts. Book II.—Mineral Springs, Therapeutics, 
ete. Illustrated with maps. Price for the complete set, $22 net. 
These are the third and fourth volumes of Cohen’s System of 
Physiologic Therapeutics whose timeliness has already been com- 
mented upon. The first part treats of the factors of climate, 
with their effect on physiologic functions and pathological condi- 
tions, and describes the fundamental principles that underlie the 
application of climates, health resorts and mineral springs in the 
prevention of disease, and to promote the comfort and recovery 
of the sick. The second part describes health resorts; and the 
third part discusses in detail the special climatic treatment of va- 
rious diseases and different classes of patients. Book II. also 
describes the health resorts in Africa, Asia, Australasia and 
America. In Book I. ocean voyages are first treated of with con- 
siderable detail, and their advantages and disadvantages, indi- 
cations and counter-indications as a therapeutic measure, are 
Pointed out. As very little exact information on this important 


great use to physicians. The subject of altitude is treated in a 
similarly full and definite manner, and not only are we told what 
classes of patients and disorders are benefited by Alpine and 
Rocky Mountain climates, but also what classes are unsuitable for 


such treatment. The difference between summer and winter 
climates in Switzerland, and the therapeutic indications for the 
different seasons are discusst at length. In addition, the sea- 
coast and inland health resorts of the Mediterranean countries, 
those of Continental Europe and those of the British Islands, in- 
cluding mountain stations of various elevations, plains, and min- 
eral water spas, are described, with no waste of words, but with 
a fullness of detail unusual in medical books. Not only geo- 
graphic and climatic features are pointed out, but also social 
and other characteristics so important in selecting a resort that 
shall be suitable to the tastes and means of the individual pa- 
tient, as well as beneficial in his desease. Thruout this section 
allusion is made to the special medical“ uses of the various re- 
sorts described, and to the particular form of treatment for which 
any one is famous. The existence of sanatoriums for special 
diseases (as those at seaside resorts for scrofulous and weakly 
children, and in various regions for consumption, nervous 
affections, diseases of women and the like) are 
specified, and the mere lists of such places, as 
found in the index, are likely to prove invaluable for 
reference. There is none other so complete. A mere glance 
at the closely printed pages of the index will show how unusual- 
ly full is the treatment of special resorts and their particular 
qualities. Like the preceding volumes these are thoroly scien- 
tific and eminently practical, a combination that reflects credit 
alike on authors and editor. It is publisht by P. Blakiston’s 
Sons & Co., of Philadelphia. 


A new edition of Struempell’s Text-Book of Medicine has 
just been issued by D. Appleton & Co., of New York. (A text- 
book of medicine for students and practitioners, by Dr. Adolf 
Struempell, Professor of Medicine and Director of the Medical 
Clinic at Erlangen). It is a magnificent octavo volume of nearly 
1,300 pages, neatly bound in cloth, and illustrated with 185 en- 
gravings. The translation is done by Dr. Herman F. Vickery, 
Instructor in Clinical Medicine at Harvard University, and Dr. 
Philip Coombs Knapp, Clinical Instructor in Nervous Diseases 
in the same school; with editorial notes by Frederick C. Shat- 
tuck, Professor of Clinical Medicine at Harvard. It may truth- 
fully be said of this work that it is by all means the most satis- 
factory and complete one volume treatise on the practice of 
medicine now before the American profession. The department 
of nervous diseases is especially well written and of unusual 
value for a work of this kind. Much more attention is paid to 
diagnosis and treatment than in some American books; and there- 
fore will prove attractive to those who have been disappointed at 
the absence of therapeutic recommendations by other authors. 


Every surgeon is interested in first aid to the injured. There- 
fore many will be glad to know of the recent publication of a 
little volume entitled: “First Aid to the Injured and Sick.” By 
I. J. Warwick, B. A., M. B., Cantab., Associate of King’s Col- 
lege, London; Surgeon-Captain, Volunteer Medical Staff Corps, 
London Companies, etc.; and A. C. Tunstall, M. D., F. R. ©. S. 
Ed., Surgeon-Captain Commanding the East London Volunteer 
Brigade Bearer Company; Surgeon to the French Hospital and 
to the Children’s Home Hospital; ete. 16mo. volume of 232 
pages: and nearly 200 illustrations. Philadelphia and London; 
W. B. Saunders & Co., 1901. Cloth, $1 net. This book of prac- 
tical information is intended as an aid in rendering immediate 
temporary assistance to a person suffering from an accident or 
sudden illness until the arrival of a physician. The importance 
of first aid is indisputable as a life-saving expedient, for upon 
the promptness and efficiency of the aid first rendered the pa- 
tient depends, in a great measure, the termination of the case. 
The authors, fuliy appreciating the urgency of the subject, have 
succeeeded in producing an admirable work of practical emergen- 
cy procedures, and they have coucht it in such clear and un- 
equivocal language that even those entirely unfamiliar with the 
science may easily grasp the meaning intended. It will be found 
a most usful book of ready aid, and of invaluable service, not 
alone to nurses, railway employees, ete., but also to the laity in 
general, as a book of indispensible first aids. Railroad sur- 
geons particularly will do well to recommend the purchase of 
this book by those most apt to need it in the hazardous life of 
the railway employee. 


Vir Publishing Co., (1134 Real Estate Trust Building, Phila- 
delphia), has lately issued a commendable little book of the “Self 
and Sex” series, entitled: “What a Young Wife Should Know.” 
It is written by Dr. Emma Drake, Professor of Obstetrics in the 


subject exists in an available form, this chapter should be of 


Denver Homeopathic Medical School, and sells for $1. 
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G. & C. Merraim Co., of Springfigld, Mass., have just issued a 
new and indext edition of Webster’s International Dictionary, of 
2364 royal quarto pages, and 5000 illustrations. It contains nearly 
25,000 new words and phrases. The publishers claim that it is 
now entitled to the name, “Standard” distionary, because it is 
used as the standard by the United States Supreme Court and by 
nearlly all of the Federal and State courts; because it is the stan- 
dard in the United States Government Printing Office, at Wash- 
ington, and in the executive department generally; because near- 
ly all of the school-books are based upon it (25,000,000 issued 
annually), so that the people are educated according to its prin- 
ciples; because in every instance where State purchases have 
been made for the supply of public schools, Webster has been 
selected; because it is recommended by Presidents of Universities, 
Colleges and Seminaries, and by Superintendents of Schools, al- 
most without number; because it is warmly indorst and com- 
mended by men and women of recognized authority in literature, 
education, and science all over the world; because of its adop- 
tion by England as the standard in the Postal Telegraph Depart- 
ment—the only department needing an absolute standard; be- 
cause its sale in Canada and other English colonies is largely 
in excess of the sale of all other dictionaries of similar scope; be- 
cause it is used as the standard by a vast majority of the news- 
papers—thousands of statements to this effect being on file with 
the publishers; and because of its adoption by government insti- 
tutions in Germany as the standard authority to be used in the 
study of the English language. 


The fifty-first annual “Physician’s Visiting List’ has been 
received from P.. Blakiston’s Sons & Co. of Philadelphia. More 
than a half century of popularity among doctors is the strongest 
recommendation for an article of this kind. It therefore suftices 
to say that the “Lindsay & Blakiston” for 1902 equals, if it does 
not surpass that for any previous year. It is issued in various 
sizes; that for 25 patients per day, selling at $1; that for 50 pa- 
tients at $1.25. It is also issued in two volumes for 100 patients 
per day at $2.25, and as a “perpetual” edition at $1.25. In ad- 
dition to blank leaves for visiting list, memoranda, addresses, ob- 
stetric engagements, record of births, deaths and cash account, 
it contains calendar, table of weights and measures, dose table, 
a new table of period of gestation, etc. Altogether it is the 
neatest, most compact and satisfactory visiting list now obtain- 
able. 


“Pathological . Technic’—A practical manual for work- 
ers in Pathological Histology, including directions for the 
performance of autopsies and for clinical diagnosis by laboratory 
methods. By Frank P. Mallory, A. M., M. D., Associate Profes- 
sor of Pathology, Harvard University Medical School; and James 
H. Wright, A. M., M. D., Instructor in Pathology, Harvard Uni- 
versity Medical School. Second edition, revised and enlarged. 
Octavo, 432 pages, with 137 illustrations. Philadelphia and 
London: W. B. Saunders & Co., 1901. Cloth, $3 net. In revis- 
ing the book for the new edition the authors have kept in view 
the needs of the laboratory worker, whether student, practitioner, 
or pathologist, for a practical manual of histological and bacteriol- 
ogical methods in the study of pathological material. Many 
parts have been rewritten, many new methods have been added, 
and the number of illustrations has been considerably increast. 
The majority of the latter are beautiful original photomicro- 
graphs of various species of bacteria. Among the many changes 
and additions to this edition may be mentioned the amplification 
of the description of the parasite of actinomysosis and the in- 
sertion of descriptions of the bacillus of bubonic plague, of the 
parasite of mycetoma, and Wright’s methods for the cultivation 
of anaerobic bacteria. There have also been added new staining 
methods for elastic tissue by Weigert, for bone of Schmorl, and 
for connective tissue by Mallory. The new edition of this valua- 
ble work keeps pace with the great advances made in pathology, 
and will continue to be a most useful laboratory and post-mortem 
guide, full of practical information. Every doctor who wishes 
to keep thoroly in touch with progress in pathological technic 
should purchase this edition of ‘Mallory & Wright.” Lewis S. 
Mathews & Co. of St. Louis are Western agents, 


The “Christmas Number” of the Alkaloidal Clinic is already 
out. Its three-color cover is decidedly the neatest thing ever 
gotten out in medical journalism. The Clinic is one of the most 
successful medical publications of the world. It will begin the 
publication of a “Surgical Clinic” about January 15, 1902, under 
the same editorial and business management. It will unques- 
tionably also prove unusually successful from the very outset. 


Those who wish a succinct, thoro synopsis of what is known 
of “Newer Remedies” will do well to purchase Dr. Virgil Cob- 
lentz’s little book on the subject, publisht at $1, by P. Blakiston’s 
Sons & Co., Philadelphia. 


“An Atlas and Epitome of Bacteriology.”—A text-book 
of special bacteriologic diagnosis. By Professor Dr. IK. B. Leh- 
mann, director of the Hygienic Institute in Wurzburg; and R. O. 
Neumann, Dr. Phil. and Med., Assistant in the Hygienic Institute 
In Wurzburg. From the second enlarged and revised German 
edition. Edited by George H. Weaver, M. D., Assistant Professor 
of Pathology, Rush Medical College, Chicago. In two volumes. 
Part I. consisting of 632 colored figures on 69 lithographic plates. 
Part II. consisting of 511 pages of text, illustrated. Philadel- 
phia and London; W. B. Saunders & Co., 1901. Cloth, $5 net. 
This work supplies a long needed want in the field of bacteriolo- 
gy and bacteriologic diagnosis, and proves a most valuable addi- 
tion to Saunders’ Series of Hand Atlases. As in all the volumes 
of this commendable series, the lithographic plates are accurate 
representations of the conditions as actually seen, and this well- 
selected collection, if anything, is more handsome and useful 
than any of its predecessors. As an aid in original investigation 
the value of the work is inestimable. The text is divided into a 
general and a special part. The former furnishes a survey of the 
properties of bacteria, together with the causes of disease, dispo- 
sition and immunity, reference being constantly made to an ap- 
pendix of bacteriologic technic. The special part gives, so far 
as possible in a natural botanical arrangement, a complete de- 
scription of the important varieties, the less important ones being 
mentioned when worthy of notice. The causes of diphtheria 
and tuberculosis, together with the related varieties, have been 
given especial attention. Most praiseworthy is the reformative 
tendency in regard to the grouping of varieties of bacteria, and 
strict division of the system especially, the rational naming of 
the bacteria, etc. The system of nomenclature is entirely origi- 
nal with the authors, and is deserving of the greatest commenda- 
tion, particularly that of the fission-fungi, which has been han- 
dled in a most masterly manner. As a text-book of bacteriology 
and bacteriologic diagnosis it is all that could be desired, em- 
bracing, as it does, in a comparatively limited space, all the im- 
portant species and many of the less valuable ones, and discuss- 
ing them in language concise and easily intelligible. The illus- 
trations are particularly good, and afford the doctor who has 
not had the advantages of a thoro course in microscopy a fair 
idea of the appearance of all of the pathogenic micro-organisms; 
so it will prove useful, even to those whose practical knowledge 
of bacteriology is limited. For sale in St. Louis by Lewis S. 
Matthews & Co, 


Neil Mac Phatter, M. D., C. M., F. R. C. S., Adjunct Profes- 
sor of Surgery in the New York Post-graduate Medical School, 
has written a most valuable brochure on ‘Ihe Pathology of In- 
trauterine Death’—an interesting little book of 100 pages, paper; 
publisht by the New York Medical Journal. It contains a re- 
sume of all that is known concerning this important topic; and 
may, therefore, be read with profit by every one desirous of learn- 
ing the secrets of intrauterine deaths. 


Among interesting reprints lately received may be mention- 
ed: “Results and Advantages of Closing the Nephrorrhaphy 
Wound with Aseptic Adhesive Strips;’” by Augustin H. Goelet, 
M. D., Professor of Gynecology in the New York School of Clin- 
ical Medicine, 


“The Study of Children;’ by Arthur Mac Donald, of Wash- 
ington, D. C.—A Practitioner’s treatment of inflammatory and 
ulcerative conditions of the larynx; by Beaman Douglass, M. D., 
Professor of Laryngology in the New York Post-graduate Medi- 
cal School. Roentgen Rays in the Treatment of Diseases of the 
Skin; by Wm. Allen Pusey, A. M., M. D., Professor of Dermatol- 
ogy in the University of Illinois. Nasal Surgery Illustrated; by 
B. Merrell Ricketts, Ph. B., M. D., Cincinnati, O. Recent Ad- 
vances in Dermatology, which are of Service to the General 
Practitioner; by L. Duncan Bulkley, A. M., M. D., Physician to 
the New York Skin and Cancer Hospital. Syphilis as a Non- 
Venereal Disease; by the same author. Normal and Abnormal, 
Rational and Irrational, Healthy or Unhealthy Delusions; by 
Chas. H. Hughes, M. D., Professor of Neurology in Barnes’ Med- 
ical College, St. Louis. Physiology, the Basis of Clinical Medi- 
cine; by Geo. McCaskey, A. M., M. D., Professor of Clinical Med- 
icine in the Ft. Wayne College of Medicine. 
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